An Investigation Into the Factors Associated With Risky Sexual Behaviour in Adolescents. by Winstanley, Harriet.
An investigation into the factors associated with risky sexual behaviour in
adolescents.
By
Harriet Winstanley
Submitted in partial fulfilment of the degree of Doctor of Psychology (Clinical
Psychology)
School o f Psychology
Faculty of Arts and Human Sciences
University of Surrey
September 2014
©Harriet Winstanley 2014
URN: 6201117
P roQ ues t N um ber: 10084653
All rights reserved
INFO RM ATIO N TO ALL USERS 
The quality of this reproduction is dependent on the quality of the copy submitted.
In the unlikely event that the author did not send a complete manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQ uest 10084653
Published by ProQuest LLC (2019). Copyright of the Dissertation is held by the Author.
All R ights Reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition ©  ProQuest LLC.
ProQuest LLC 
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106 - 1346
Acknowledgements
Firstly I would like to thank the staff in the Psychology Department at the University 
of Surrey, both academic and administrative, for their help and support throughout 
the course. In particular I would like to thank my research supervisors Dr Laura 
Simonds and Ms Mary John for their invaluable guidance, advice and support in both 
the conceptual and practical aspects of my major research project. I would also like 
to thank my placement supervisors over the past three years who have taught me 
invaluable clinical skills, which have supported both my professional and personal 
development. Finally, I would like to thank my family and friends for their patience 
and support over the past three years.
URN: 6201117 2
Contents
Page
Major Research Project Empirical Paper 4
Major Research Project Appendices 45
Major Research Project Proposai 114
Major Research Project Literature Review 130
Service Related Research Project 161
Final Reflective Account 220
CM cal Experience 231
Assessments 234
URN: 6201117 3
Major Research Project Empirical Paper
An investigation into the Actors associated with risky sexual behaviour in
adolescents.
by
Harriet Winstanley
Submitted in partial fulfilment of the degree of Doctor of Psychology (Clinical
Psychology)
Department of Psychology
Faculty of Arts and Human Sciences
University of Surrey
April 2014
Word count: 10,000
For submission to the Journal of Adolescent Health (Appendix I for journal 
guidelines). This journal was chosen as its goal is to uncover new findings relating to 
adolescent health The aim of the journal is to improve the lives of adolescents by 
welcoming papers from a range of disciplines including psychology, youth 
development, public health and policy; all of which link in well with the present 
study.
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Abstract
Purpose: The aim of the present study was to explore sexual behaviour in an 
adolescent cohort of school attenders from the United Kingdom. O f particular 
interest was their reported engagement in sexual behaviours that carry a potential risk 
of becoming pregnant or contracting a sexually transmitted infection (SU) and 
psychological factors which may be associated with this.
Method: 333 participants (253 girls and 80 boys) aged between 16 and 18 years 
were recruited from educational institutions across the South of England. They 
completed a questionnaire batteiy, which included measures of shame, including 
shame proneness, body shame and self-surveillance, impulsive personality traits, 
self-esteem and self-compassion to explore the associations of these factors with 
risky sexual behaviour (RSB). It was hypothesised that these factors would all be 
associated with RSB in adolescent boys and girls.
Results: Impulsivity was most strongly correlated with and predicted RSB in both 
boys and girls. Shame, including shame proneness, body shame and self­
surveillance, was positively associated with RSB in both boys and girls although the 
associations between these factors were different depending on gender. Internalised 
expressions of shame were significantly correlated with RSB in girls whereas 
outward expressions of shame were more strongly associated with RSB in boys. Self- 
esteem and self-compassion were inversely correlated with RSB in girls, but this 
relationship was not reflected as strongly in boys.
Conclusions: Shame, impulsivity, self-esteem and self-compassion are all factors 
correlated with RSB in adolescents but the associations differ between boys and 
girls. Implications for sex education programmes and clinical work are discussed and 
suggestions are made for future research to extend the present findings
Keywords: impulsivity; self-compassion; self-esteem; shame; risky sexual 
behaviour.
Implications and Contribution: Findings from this study suggest associations 
between shame, impulsivity, self-esteem, self-compassion and their relationships 
with RSB in adolescents. Self-views, in particular, self-compassion and shame and 
gender differences in their link with RSB are currently under-researched. These 
preliminary findings contribute to current research exploring factors affecting RSB in 
adolescents.
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An Investigation into the Factors Associated with Risky Sexual Behaviour in
Adolescents.
In a National Survey o f Sexual Attitudes and Lifestyles from 2000 between 
25% and 33% of British adolescents aged 16 to 19 years reported engaging in sexual 
intercourse before the legal age of 16 (Family Planning Association, 2001). The 
decision to engage in sexual behaviour is accompanied by potential exposure to risks, 
such as the contraction of sexually transmitted infections (STIs) or unplanned 
pregnancy. This decision-making process can be challenging for anybody, including 
adolescents (Collins-Fantasia & Fontenot, 2011). Psychosocial fectors such as 
parental support, peer relationships and engagement in risky behaviours, such as 
substance misuse, have all been linked to engagement in risky sexual behaviours 
(RSBs), which are commonly conceptualised within the literature as inconsistent 
condom use and sex with multiple partners (Biglan et al, 1990; Kotchick, Shaffer & 
Forehand, 2001; Whitaker & Miller, 2000). What has been less researched is the 
relationship between emotional experiences relating to the self in adolescence and 
engagement in RSB. The aim of the present study was to explore the sexual 
behaviour of a sample of adolescent school attenders from the United Kingdom O f 
particular interest was their engagement in sexual behaviours which carry a potential 
risk of becoming pregnant or contracting a STL A variety of factors such as shame 
proneness and body shame (which are referred to collective^ as shame), impulsivity, 
self-esteem and self-compassion were explored in relation to RSB, in order to 
identify any associations between them
In 1999 the Teenage Pregnancy Strategy was launched in the UK, due to 
concern regarding elevated teenage pregnancy rates and the poor outcomes 
associated with teenage pregnancy for both mother and child (Local Government 
Association, 2013). It was widely accepted that teenage parenting was linked to poor 
emotional wellbeing of the mother, poor physical health for her and the baby, poor 
opportunities for education and employment and an increased likelihood of living in 
poverty (LGA, 2013). The primary aim of the strategy was to significantly reduce 
teenage conception rates across the UK over the next twenty years (National 
Children’s Bureau, 2011) and although successful in reducing the levels to the lowest 
they have been for the past 20 years (Teenage Pregnancy Advisory Unit, 2010), the 
UK still has the highest teenage pregnancy rate in Western Europe (Unicef 2007).
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Roughly 75% of teenage pregnancies are unplanned and o f these, 50% end in 
abortion (LGA, 2013).
STIs are becoming increasingly common in young people with national 
statistics suggesting that whilst 16 to 24 year olds make up 12% of the general 
population, this group accounts for over half of new STIs diagnosed in the UK 
(NCB, 2011). Furthermore, individuals below the age of twenty five experience the 
highest rates of STIs, making up 64% of chlamydia cases and 54% of genital warts 
cases across the heterosexual population of the UK (Public Health England, 2012). 
These statistics provide a clear rationale for exploring RSB in adolescents, with the 
intention of gaining an understanding as to what might be influencing the sexual 
decisions of this cohort.
Shame and shame-proneness have been linked to a number of antisocial and 
risky behaviours in adolescence including substance use and driving behaviour 
(Hearing, Stuewig & Tangney, 2005; Tangney & Hearing, 2002). Shame is a ‘self- 
conscious’ emotion occurring when “negative behaviour or Mure is taken as a 
reflection of a more global and enduring defect of the self’ (Tangney, Wagner, Hill- 
Barlow, Marschall & Gramzow, 1996, p. 797). Shame proneness is defined as a 
“characterological propensity to experience shame” (p 249, Van Vliet, 2010). It has 
been suggested that shame-prone individuals experience feelings of inadequacy and 
worthlessness, which could subsequent^ affect their ability to fimction and interact 
with others and their surrounding environment (Lewis, 1971).
Adolescence is a particularly challenging period of transition, which is often 
accompanied by feelings of shame (Fredrickson & Roberts, 1997). Anastasopoulos 
(1997) states that “adolescence involves a series of factors which favour the 
development of shame” (p. 109), including changes at a biological, emotional and 
physical level and can be a consequence of life transitions. For example, pubertal 
onset leads to biological changes in the developing brain, allowing increased 
cognitive ability (Kleinemeier et al, 2010) as well as changes in the physical 
appearance of the body. Bodily transformations can feel uncontrollable and may 
confuse the adolescents’ mental representation o f their body, thus contributing to the 
manifestation of body-related shame (Anastopoulos, 1997). In addition, adolescence 
is a time for testing out new beliefs and behaviours (Champion & Kelly, 2002), 
striving for autonomy and an increase in the importance of peer relationships, all of 
which might lead to concerns regarding how one is seen by others (Anastasopoulos,
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1997). Adolescents become more aware of the sexual characteristics linked with their 
changing body shape and they begin to develop more interest in their sexual identity, 
sexual drive and establishment of sexual relationships (Anastasopoulos, 1997; 
Kleinemeier et al, 2010). As adolescents become more conscious o f their bodies 
(Truby & Paxton, 2002) and developing sexuality, body image concerns and feelings 
of shame related to this can understandably play a crucial role in their developmental 
experience (Anastasopoulos, 1997; Ricciardelli & McCabe, 2001; Stice, 2003).
The literature surrounding body-related shame focuses predominantly on 
female experiences. Fredrickson and Roberts (1997) introduced ‘Objectification 
Theory’, which is similar to and used interchangeably with ‘Objectified Body 
Consciousness’ (McKinley & Hyde, 1996) in the literature (Chôma et al, 2010; 
Downs, James & Cowan, 2006; Grabe, Hyde & Lindberg, 2007; Kozee & TyBca, 
2006; Lindberg, Grabe & Hyde, 2007). The main theory is based on the concept that 
Western culture sexualises the female form from a very early age. Prolonged 
exposure to sexual objectification will lead girls to learn that they are evaluated on 
the basis of their appearance, encouraging them to internalise an observer’s 
perspective of themselves by viewing their body as an object for others to appreciate 
and gain pleasure from Fredrickson and Roberts (1997) argue that this self­
objectification can promote increased levels of self-consciousness which could lead 
to a number of negative outcomes, including increased levels of body shame and 
appearance anxiety which, in turn can lead to sexual dysfunction. Self-surveillance is 
the primary behavioural indicator of self-objectification and is characterised by 
habitual self-checking, recurrent thoughts relating to appearance and viewing the self 
from an outsider’s perspective (Lindberg et al, 2007).
Schooler, Ward, Merriweather and Caruthers (2005) explored the role of 
global body shame, which was assessed by body comfort and body image self- 
consciousness, and found that greater levels of body self- consciousness were 
indicative of lower self-efficacy in condom use whilst greater body comfort was 
related to higher levels of sexual experience, condom use self-efficacy and lower 
levels of sexual risk-taking. Although the effect sizes were small, Littleton, 
Breitkopf and Berenson (2005) reported similar findings that body image concerns 
were a predictor of RSB. Specifically, appearance shame was a predictor of 
inconsistent condom-use over the past three months and having multiple sexual 
partners in the past year. However, causal relationships could not be established due
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to the cross-sectional design of the study. Both studies used samples of 
undergraduate women, weakening the application o f these results to a mixed 
adolescent sample.
Emerging research suggests that RSB can differ depending on gender. A 
study using a Spanish adolescent sample found that engagement in RSB was higher 
in boys than girls. In particular, it was reported that boys used condoms less 
frequently than girls and also had more sexual partners (Puente et al, 2011). Research 
exploring body-related shame by gender has found that girls reported higher levels of 
self-objectification, which was illustrated through levels of body shame and self­
surveillance, in comparison with their male counterparts (Knauss, Paxton & Alsaker, 
2008). If levels of shame differ depending on gender, this could suggest that the 
association between shame and RSB may differ between adolescent girls and boys 
and research exploring this would be beneficial
Self-esteem is a self-evaluative construct which has been associated with 
body shame in adolescents (Chôma et al, 2010) and could also be playing a role in 
their engagement in RSB. Ethier et al (2006) explored the impact of self-esteem on 
future engagement in RSB for girls aged between 14 and 19 years by collecting data 
at two time points. Adolescent girls who engaged in sex at an earlier age and who 
had risky sexual partners in the past reported lower self-esteem. Furthermore, 
adolescent girls reporting lower self-esteem at Time 1 were at greater risk of 
engaging in RSB at Time 2. The authors identified that greater emotional distress at 
Time 1 (measured by symptoms of depression and anxiety) predicted a greater risk of 
engaging in sex with multiple partners. Boden and Horwood (2006) reported similar 
findings in a sample of adolescent girls. However, in addition to the increased 
likelihood of engaging in unprotected sex (poor condom use), they also found that 
low self-esteem was associated with engaging in sex with multiple partners and an 
increase in the risk of unplanned pregnancy between the ages of 15 and 25 years. 
However, when psychosocial factors such as family functioning and background 
were controlled for, the influence of self-esteem reduced to non-significance. 
Although the findings are similar, subtle differences suggest that further exploration 
into the association between self-esteem and RSB in adolescents would be 
advantageous. Furthermore, the majority of studies exploring this relationship 
predominantly focus on female samples and given that self-esteem levels may differ
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depending on gender (Knauss et al, 2008), research with a mixed sample could aid 
exploration of the impact of RSB across both genders.
A psychological factor linked to self-esteem is self-compassion (Neff & 
Vonk, 2009). A developing area of research points towards the protective role of 
self-compassion in the relationship between shame and negative outcomes in young 
people (Neff & McGehee, 2010). Self-compassion pertains to the idea of being kind 
and forgiving to oneself through taking a balanced approach to difficult emotional 
experiences and mistakes rather than a negative reflection on the self (NefÇ 2003). 
Furthermore, self-compassion can improve an individual’s ability to self soothe by 
regulating their threat system, thus improving psychological wellbeing (Gilbert, 
2010). Research investigating self compassion in adolescents has noted that higher 
self compassion predicts better psychological wellbeing, which was measured in 
terms of anxiety, depression and social connectedness (Neff & McGehee, 2010). 
Research has also suggested that high levels of self compassion may help to counter 
shame and self criticism (Gilbert & Procter, 2006). To date there is a lack o f research 
into the link between self compassion and RSB in adolescents. Although 
conceptual^ self-esteem and self-compassion differ in the way that an individual 
relates to themselves, both concepts have been linked with a positive feeling toward 
the self (Neff & Vonk, 2009). Given the research implications for associations 
between self-esteem and RSB (Boden & Horwood, 2006; Ethier et al, 2006), forther 
exploration of self compassion and its relationship to RSB in adolescents is 
important.
Impulsivity traits have been linked to engagement in RSB, in particular 
sensation-seeking behaviour. Sensation-seeking is the tendency to search for and 
engage in new and exciting activities, even if they pose a risk (Whiteside & Lynham, 
2001). Research suggests that sensation-seeking is associated with a variety of RSBs, 
including engagement in unprotected sex, sex with multiple partners and high risk 
encounters (Hoyle, Fejfàr & Miller, 2000). Although there is an abundance of 
evidence in support of an association between sensation-seeking and RSB in 
adolescent and university cohorts (Heckman & De Wall, 2011; Donohew et al, 2000) 
these findings have not been consistently replicated. In a more recent study, 
Birthrong and Latzman (2014) explored a variety of impulsive personality traits and 
their link to RSB. In contrast to previous research, they did not detect a significant
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relationship between RSB and sensation-seeking. However, they did report an 
association between negative urgency and RSB, which is a finding that has been 
replicated in other studies (Deckman & Dewall, 2011). Negative urgency relates to 
engagement in impulsive behaviour as a consequence of experiencing negative affect 
(Whiteside & Lynham, 2001). Although research into impulsivity and RSB appears 
to generally acknowledge an association, contrasting findings suggest that this 
association needs further exploration.
Overall, more research is needed to explore the relationship between shame, 
self-esteem, self-compassion, impulsivity and RSBs in adolescents. Furthermore, the 
limited research published in this area predominantly focuses on female American 
and Australian undergraduate students. Research using a UK mixed-gender school- 
aged sample would be highly beneficial as sexual experiences in adolescents are 
currently of particular governmental concern in the UK. There is some evidence that 
body-related shame is linked with risky sexual experiences in adolescents. However, 
it is not clear whether other factors such as self-esteem, self-compassion and 
impulsivity are also associated. Although the literature regarding shame and sexual 
experiences in young people focuses on body-related shame in particular, it is 
possible that other aspects of shame, such as shame proneness, are also important in 
this relationship and this will be explored further in the current study.
For the purposes of this study, RSB is defined as penetrative opposite-sex 
sexual activity (including oral and vaginal sex) that might lead to pregnancy or a 
STL RSB also incorporates behaviours relating to engaging in sexual intercourse 
with unfamiliar or unknown partners due to the increased risk that the partner may 
have an STL It was hypothesised that;
1. Shame, including shame proneness, body shame and self-surveillance, 
will be positively correlated with RSB in both boys and girls.
2. Impulsive behaviours will be positively correlated with engagement in 
RSB in boys and girls.
3. Self-compassion and self-esteem will be inversely correlated with RSB 
in boys and girls.
4. Boys will report engaging in more RSBs than girls.
5. Shame, self-esteem, self-compassion and impulsivity will uniquely 
predict variance in engaging in RSBs.
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Method
Participants
Boys and girls between 16 and 18 years were recruited from UK senior 
schools and colleges. These students were invited to participate in a study of risky 
health behaviours. In addition to questions on RSB, participants were asked about 
drug and alcohol use for a separate study (data not reported here). O f the 339 
participants who were given the questionnaire only 6 participants chose not to 
complete it (1.78%). Therefore the final sample size was 333 participants (253 girls 
and 80 boys). The a priori sample size to reach statistical power (0.8) for a medium 
correlation was 84 and 103 for a medium effect size for multiple regression (Paul, 
Erdfelder, Buchner & Lang, 2009).
The sample comprised participants from three different educational 
institutions; one mixed gender sixth form college (N=94); one single sex grammar 
school (N=146) and one mixed gender comprehensive school (N=93). In the 
overall sample the mean age of participants was 16.90 years (SD=.62); 17.02 years 
for girls (SD=.58) and 16.53 years for boys (SEN.57).
Participants completed a range of demographic questions prior to 
completing the questionnaire battery. For overall ethnicity, 269 participants 
identified as White (80.8%), 31 as Asian or Asian British (9.3%), 12 as Chinese or 
other ethnic group (3.6%), 12 as Mixed (3.6%), 7 as Black or Black British (7%). 
In terms of sexuality in the overall sample 288 participants identified as completely 
heterosexual (86.5%), 23 as mainly heterosexual (6.9%), 9 as bisexual (2.7%), 3 as 
mainly homosexual (.9%), 3 as other (.9%) and 2 as completely homosexual (.6%). 
The employment of the chief income earner for the household acted as an indicator 
of socioeconomic status, using the National Readership Survey demographic 
categories (Appendix II). 109 participants were coded as ‘upper middle class’ 
(32.7%), 102 as ‘middle class’ (30.6%), 50 as ‘lower middle class’ (15%), 28 as 
‘skilled working class’ (8.4%), 8 as ‘working class’ (2.4%) and 12 as ‘those at 
lowest level of subsistence (3.6%). In terms of religion, 164 participants identified 
as ‘None’(49.2%), 46 as ‘Other Christian’(13.8%), 30 as ‘Catholic’(9%), 29 as 
‘Protestant’(8.7%), 16 as ‘Muslim’(4.8%), 10 as ‘Buddhist’(3%), 8 as
‘Hindu’(2.4%), 1 as ‘Jewish’(.3%) and 1 as ‘Sikh’(.3%).
URN: 6201117 12
Design and Procedure
Due to the sensitive nature of this project, ethical issues such as consent 
were considered and approval was gained from the University of Surrey Faculty of 
Arts and Human Sciences Ethics Committee (Appendix III). Secondary schools 
and colleges across the UK were then contacted and invited to participate in the 
study (Appendix IV). In all institutions, a questionnaire battery was administered 
(Appendix V) and completed in silence with students sitting as far from each other 
as the room facilities would allow to discourage checking others’ responses. The 
questionnaire battery took between 25 and 30 minutes to complete and participants 
were guided through an information sheet prior to commencing the battery. They 
were advised that handing in a completed questionnaire inplied consent. Given 
that all participants were aged 16 or above, independent voluntary consent was 
adequate (British Psychological Society, 2010). A debrief sheet was also included 
at the end of the battery.
The data were captured at one moment in time and therefore the study is a 
cross-sectional survey design. There are limitations to this design in terms of not 
being able to infer causality between identified relationships. However, it was felt 
that this design supported the study hypotheses and was feasible. Given that the 
topic of investigation is currently under-researched, it was felt that this information 
would contribute to the current knowledge field.
Measures
Shame Scale fo r  Adolescents (SSA)
The SSA (Simonds, John, Chester & Taylor, in preparation) is a 19-item 
measure of shame proneness (Appendix VI). The SSA measures the overall 
propensity to experience shame and consists of 3 subscales; ‘negative evaluation of 
self (10 items) which pertains to perceived negative evaluation by the self or others; 
‘outward expression’ (4 items), pertaining to external behaviours which may occur in 
response to shame; and ‘internalised affect’ (5 items), relating to negative emotional 
responses to shame. Respondents are asked to recall three personal experiences of 
shame and use these examples to answer the questionnaire. A Likert scale ranges 
from 0 (not at all) to 3 (a lot) and the higher the score, the greater the propensity to 
experience shame. Simonds et al reported good internal consistency (overall
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Cronbach alpha of .93). The following subscale reliability coefficients were also 
reported; negative evaluation of self (.91), outward expression (.76) and internalised 
affect (.84). SSA validity was supported by strong positive correlations with the Test 
o f Self-Conscious Affect-Adolescents (r=.54, /?<.001; TO SC A-A; Tangney, Wagner, 
Gavlas & Gramzow, 1991) and the ‘negative affect’ scale o f the Positive and 
Negative Affect Scale for Children (t^ . 68, /K.001; Laurent, Catanzaro & Joiner, 
1999). The SSA also had strong negative correlation with the Rosenberg Self-Esteem 
Scale (r=-.56, /K.OOl; Rosenberg, 1965). In the current study, the Cronbach alpha for 
the total SSA was .91. The Cronbach alphas for the individual subscales were; .90 for 
negative evaluation of sell; .75 for outward expression; and .82 for internalised 
affect.
Objectified Body Consciousness fo r  Youth (OBC-Y)
The OBC-Y (Lindberg, Hyde & McKinley, 2006) is a 14-item measure 
with items rated on a Likert scale, ranging from 1 (strongly disagree) to 7 (strongly 
agree). The OBC-Y was developed for preadolescent and adolescent youth and 
measures ‘body surveillance’, ‘body shame’ and ‘appearance control beliefs’ 
(Appendix VII; Lindberg et al, 2006). The subscales of body surveillance (four 
items) and body shame (five items) reported good internal consistency with 
Cronbach alphas of .88 and .79 respectively and were included in this study (nine 
items in total). The control subscale reported low internal consistency (a=.56) and 
was not used. Validity of the OBC-Y subscales were supported by strong positive 
correlations with the OBC-Classic with body surveillance at r=.82 and body shame 
at r= .ll (McKinley & Hyde, 1996). The Cronbach alpha for the current study was 
.91 for self-surveillance subscale and .84 for body shame subscale.
Rosenberg Self-Esteem Scale (RSES)
The RSES (Rosenberg, 1965) is a 10-item measure of self-esteem 
(Appendix VIII). The Likert scale ranges from ‘strongly agree’ to ‘strongly 
disagree’ on a 4-point scale (0-3) with five items positively worded and five 
negatively worded; these scores are then reversed to calculate a total self-esteem 
score. The RSES reported acceptable internal consistency with various studies 
reporting Cronbach alphas of .74, .77 (McCarthy & Hoge, 1982) and .89 (Hagborg,
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1993). The RSES reported good validity, correlating highly with other measures of 
self-esteem (Hagborg, 1993). The Cronbach alpha for the current study was .90.
Self-Compassion Scale-Short Form (SCS-SF)
The SCS-SF (Raes, Pommier, Neff & Van Gucht, 2011; Appendix IX) is a 
12-item questionnaire measuring self-compassion and is a shortened version of the 
original 26-item Self Compassion Scale (SCS; NeiÇ 2003). The Likert scale ranges 
from 1 (almost never) to 5 (almost always) with six items receiving reversed scores 
due to a mix of positive and negative item wording. The SCS-SF reported adequate 
internal consistency with a Cronbach alpha of >.86 across two samples (Raes, 
Pommier, Neff & Van Gucht, 2011). It was also found to correlate highly with the 
original SCS (r>.97). The items from the original SCS were highly inter-correlated 
and the measure reported good internal consistency (r=.92) and good test-retest 
reliability over a three week period (^=.93; Neff 2003a). The SCS-SF statements 
were re-phrased to make them more relevant and accessible to an adolescent 
population in the present study. The Cronbach alpha for the current study was .83.
UPPS Impulsive Behaviour Scale (IBS)
The IBS is a 45-item questionnaire to measure four personality lacets that 
indicate impulsivity (Appendix X; Whiteside & Lynham, 2001). Due to the number 
o f measures included in the present study, only ‘urgency’ (12 items) and 
‘sensation-seeking’ (12 items) subscales (totalling 24 items) were included to 
ensure that the battery remained feasible. Furthermore, these were adapted from a 
Likert scale format to dichotomous true/false responses to facilitate usability of the 
battery given the quantity of data being collected. The urgency subscale pertains to 
the tendency to experience strong impulses when experiencing negative affect 
(Whiteside & Lynham, 2001). The sensation-seeking subscale pertains to the 
tendency to search for and enjoy exciting activities and a willingness to try new 
behaviours even if they might pose a risk (Whiteside & Lynham, 2001). All 
subscales were found to be highly inter-correlated (Whiteside & Lynham, 2001) 
and the IBS reported good internal consistency with Cronbach alphas of .89 and 
.85 for urgency and sensation-seeking respectively (Whiteside, Lynham, Miller & 
Reynolds, 2005). The Cronbach alpha for the current study was .83 for the urgency 
subscale and .86 for sensation-seeking.
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Crandall Social Desirability Test fo r  Children (CSDTC)
The CSDTC is a 48-item questionnaire to measure whether participants are 
giving socially desirable responses (Crandall, Crandall & Katkovsky, 1965). The 
CSDTC Short Form A (CSDTC-A) is a condensed version of the original and 
consists of 12 items (Appendix XI; Carifio, 1994). The response format was an 
indication of whether each statement was true or false. It was found to correlate 
highly with the original scale (r=.89) and reported acceptable internal consistency 
with a Cronbach alpha o f .73 (Carifio, 1994). The test-retest reliability over a 4 day 
period was .87 (Carifio, 1994). The Cronbach alpha for the current study was low 
at .65. This level of reliability is questionable and when examining the reliability 
by gender the Cronbach alpha was .61 for girls and .75 for boys. This indicates that 
the CSDTC had a poor level of internal reliability for girls and is not a reliable 
measure of social desirability; given that the CSDTC was not the main variable in 
the study it was used minimally and with caution in the analysis.
Sexual Risk Survey (SRS)
The Sexual Risk Survey (SRS) (Appendix XII; Turchik & Garske, 2009) 
was adapted for use with adolescents in the present study. The SRS was originally 
developed to measure sexual risk-taking amongst college students and consists of 
23 sexual risk behaviours. The SRS is a frequency based measure, with 
respondents indicating how many times they have ever undertaken the behaviour in 
question. The original SRS consists o f five subscales; ‘sexual risk taking with 
uncommitted partners’ (eight items); ‘risky sex acts’ (six items); ‘impulsive sexual 
behaviours’ (five items); ‘intent to engage in risky sexual behaviours’ (two items); 
and ‘risky anal sex acts’ (two items). The SRS reported good internal consistency 
with Cronbach alphas of .88, .80, .78, .89 for the first four subscales respectively. 
The Cronbach alpha for the risky anal sex acts subscale was .61. The overall 
Cronbach alpha when this subscale was removed was .88 and therefore it was 
removed from the adapted SRS for the present study. The test-retest reliability o f 
the SRS, excluding the risky anal sex acts subscale was .93 over a 2 week period. 
Although validated standard measures of RSB are limited, evidence of convergent 
validity was suggested as sexual risk-taking positively correlated with a number of 
items from the demographic data (Turchik & Garske, 2009), such as, lifetime 
number of sexual partners (^ .58,/K .001) and vaginal sex partners (^=.65,/?<001).
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In the original study (Turchik & Garske, 2009) the raw data was positively 
skewed so the authors transformed the data into ordinal categories ranging from 0 
to 4 to reduce skewness and variability. Firstly they re-coded all frequencies of 
zero as ‘O’. Then the remaining values were regarded as 100% of the data. These 
responses were then recoded into ordinal categories using the following criteria: 
the lowest 40% of frequencies were recoded with a value of 1, the next 30% were 
recoded with a value of 2, the next 20% with a value of 3 and the 10% highest 
responses were recoded with a value of 4 (see Turchik & Garske, 2011). In terms 
of risk, a higher score indicated higher frequencies of the behaviour, which were 
carried out by fewer of the sample, so it was less normative. The re-coded values 
were then summed to provide a total sexual risk score. In the original study with 23 
items, the total sexual risk score could range from 0 to 92. Based on the raw data 
from the current study, the Cronbach alpha was .51 for the scale consisting of 21 
items. Although this is low, the measure was still used in the present study as it 
represents the dependent variable.
Results and Analysis
Missing Data
Table 1 outlines the quantity of missing data in each subscale or total scale, 
which is included in the analysis. The SRS had the highest percentage o f missing 
data (46.5%) and the remaining subscales or measures had less than 10% of 
missing data. Some researchers suggest a cut-off o f 10% missing data for inclusion 
in analysis, as measures with more than this are likely to be biased (Beimet, 2001). 
However, given that the SRS is the main dependent variable in the present study it 
was kept in for the purposes of analysis. Given the large amount of missing data, 
interpretation of the results should be done with caution. When conducting the 
Little’s Missing Completely at Random (MCAR) Test, the SRS was one o f three 
measures where data was not missing at random (%2=535.21, DF=219, joc.OOl; 
Table 1). There may be a number of theories to explain the level o f missingness in 
this measure, for example, participants may have felt that the SRS questions were 
too personal and therefore declined to answer. Alternatively, as the SRS fell at the 
end of the batteiy, participants may have become Mgued or bored and chose not 
to complete the remainder of the batteiy consistent^ (Schlomer, Bauman & Card,
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2010). The data on the SRS is said to be not missing at random and although there 
may be a number of theories as to why participants chose not to respond to certain 
items it becomes a conceptual consideration as there is no way to definitively 
ascertain why certain items were left blank without knowing what the missing data 
would be (Schlomer etal, 2010).
Table 1.
Outline o f  Missing Data Across the Battery by Subscale
Complete
data
Missing 
data (%) Little’s MCAR Test
SSA 300 33 (9.9%) *2=380.45, DF=330,p=.03*
Self-surveillance 333 0(0%) -
Body Shame 332 1 (0.3%) *2=1.61, DF=4, p=. 81
Self-esteem 320 13 (3.9%) *2=90.42, DF=16, p=. 12
Self-compassion 326 7(2.1%) *2=81.99, DF=43 ,^<001*
Urgency 306 27(8.1%) *2=130.19,^=130,^=48
Sensation-seeking 312 21 (6.3%) *2=146.23, .DFM36, p=.26
SRS 178 155 (46.5%) *2=1833.73, £>F=1048, /?<.001*
Note. SSA=Shame Scale for Adolescents; SRS=Sexual Risk Survey
* Where p<.05 this suggests that data is not missing at random 
Analysis of the SRS M easure
As it was decided that all SRS data would be included in the analysis, the 
next step was to follow Turchik and Garske’s (2011) guidelines and recode the 
SRS data into ordinal categories as outlined in the method. In these guidelines 
Turchik and Garske allude to difficulties recoding data into ordinal categories 
using strict percentage cut-ofis due to restricted variability of frequencies. 
Furthermore they suggest that percentage cut-o fis in one study may not necessarily 
be appropriate for other studies (Turchik & Garske, 2011). In the present study, 
arbitrary percentage cut-ofis across the items created difficulties due to a large 
floor effect and in some cases a limit in variability of the raw data. As such, each 
item was recoded using independent cut-ofis, which were as close to the 
frequencies in the original study as possible. It was important to ensure a
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hierarchical structure was established for each item to maintain the degree of risk 
for each item (Appendix XIII).
Given the difficulties encountered with the SRS measure, a process of 
streamlining was favoured to pick the most pertinent items for the present study. O f 
the 23 items making up the SRS, 11 were selected to be included in the final 
analysis (Appendix XTV). Items were selected based on how sexual risk was 
operationalized in the present study (ie. items pertaining to behaviours that could 
directly lead to pregnancy or an SU and items incorporating behaviours relating to 
engaging in sexual intercourse with unfamiliar or unknown sexual partners due to 
the potential of them being an SU carrier). A total RSB score was used by 
calculating the ordinal scores across the 11 selected SRS items. The possible range 
for the total RSB score was between 0 and 40. After recoding the 11 selected RSB 
items based on Turchik and Garske’s method, the Cronbach alpha for total risk was 
.91.
Another difficulty with the raw data from the SRS was that some 
respondents had answered the questions with a numerical range e.g. 10-20 times. 
Although this indicates that they had engaged in the specified behaviour, Turchik 
and Garske’s recoding method was not sensitive to this. Therefore, a second way to 
deal with the SRS data was created for the present study. The raw data from the 11 
selected items of the SRS were recoded into either ‘RSB-absent’ or ‘RSB-present’. 
So questions answered with ‘zero’ were recoded as ‘RSB-absent’ (value 0) and 
questions answered with a score of 1 or above were recoded as ‘RSB-present’ 
(value 1). Any question answered with a numerical range was also recoded as 
‘RSB-present’. An overall RSB score was computed by totalling the dichotomised 
scores for the 11 selected SRS items and the possible scores ranged from 0 to 10 
(one item was only applicable to each gender).
Gender Differences
Chi-Squared and Fisher’s Exact Tests were conducted to explore whether 
demographics differed significantly by gender. According to the Fisher’s Exact 
Test there was a statistically significant association between social grade and 
gender; Fisher’s Exact Test=15.70, £>=.006. The majority of girls (40.5%) reported 
a social grade category of A (‘upper middle class’) compared with boys where the
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majority (38.9%) reported a social grade category of B (‘middle class’). No other 
statistical^ significant differences were found between boys and girls across the 
demographic data. Independent-Sample T-Tests reported significant differences 
between genders for self-esteem (£(318)=-3.87, /K.001, f=.21) and self­
compassion (r(324)=-4.12, j9<001, r=.22) with boys reporting significantly higher 
scores on both measures. Mann-Whitney U Tests reported significant gender 
differences for shame proneness ((7=5681, z=-3.84, /K.001, r=.22), body shame 
((7=5986, z=-5.48, /K.001, r=.30), self-surveillance ((7=5432.5, z=-6.26, j9<001, 
r=.34) and sensation-seeking ((7=7365.5, z=-2.03, p= M , r= .ll)  with girls 
reporting significantly higher scores across all measures except sensation-seeking 
(Appendix XV).
Social Desirability
Although the reliability of the CSDTC was questionable, correlations were 
conducted to explore the association between social desirability and total RSB from 
the 11 SRS items, using Turchik and Garske’s original recoding. A significant 
negative correlation between RSB and social desirability was reported in girls (r=- 
.24, n=147, j9=.004). RSB was also negatively correlated with social desirability in 
boys, although this did not reach significance (7=-.09, 72=30, p=.65). Although the 
internal reliability for the CSDTC was low in girls, suggesting that the scale was not 
a reliable measure of social desirability, these findings must be considered when 
drawing conclusions from this study given the potential that participants could be 
under-reporting sexual risk behaviours due to social desirability concerns.
Correlations between Measured Factors and RSB
Bivariate correlations were conducted to explore the relationship between 
total RSB and the other variables in the model Total RSB was an accumulated score 
o f the 11 SRS items using the ordinal recodes from Turchik and Garske’s original 
guidelines with a possible score ranging between 0 and 40. Preliminary investigation 
of scatterplots showed that data violated the assumption of normality and a floor 
effect was noticeable (Appendix XVI). Therefore non-parametric Spearman Rank 
Order Correlation (Rho) analyses were conducted by gender (Tables 2 and 3) and 
then for the overall sample (Appendix XVII).
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There are a large number of correlational analyses, which might increase the 
likelihood of a Type I error (Field, 2009). A Bonferroni correction was considered 
but was not applied as it would be too strict an adjustment, making the p  value too 
small and increasing the likelihood of a Type II error (Nakagawa, 2004). This might 
be particular^ problematic given the small boys’ sample size and the feet that this 
might be affecting whether the results reach significance. To manage the balance 
between Type I and Type II errors, correlation tables show significance at both .01 
and .05 levels. Where magnitude of effects are mentioned, these refer to Cohen’s 
conventions for effect size (1988).
In the girls sample, there were small positive correlations between RSB and 
two subscales of the SSA, negative evaluation (r=22, 71=146, p=.01) and internalised 
affect (t^.20, 71=150, £>=.01). Contrastingly a medium correlation was reported 
between RSB and the outward expressions subscale of the SSA in the boys sample 
(t=.40, 71=32, £>=.02). Although the correlations for the other SSA subscales and the 
total SSA did not reach statistical significance in the boys’ sample, the correlations 
appear to be higher than in the girls’ sample. Particularly the total SSA coefficient 
(r=.34, 71=30, £>=.07), which indicates a medium correlation in contrast to the girls 
small positive correlation for total SSA (7=.20, 71=144, £>=.01). As the sample size of 
boys was smaller than girls, this may explain why these results did not reach 
statistical significance (Pallant, 2013). The achieved power for the correlation 
between RSB and total SSA for boys was .46 and .69 for girls (Paul et al, 2009). 
Body shame and self-surveillance also reached significance in the girls sample; 
t^=.21, 71=155, £>=.01 and r=.18, 71=156, /?=.03 respectively, but not for the boys; the 
achieved power for boys was .27, which contrasted the achieved power for the girls 
sample between .61 and .74 (Paul et al, 2009). Overall the findings provide evidence 
in favour of the hypothesis that shame is positively correlated with RSB in both girls 
and boys.
Urgency was positively associated with RSB in both boys (t"=.45, 71=28, 
£>=.02) and girls (r=.30, 71=145, £><.001). A z^ bs value of .81 suggests that there was 
not a statistical^ significant difference in the strength of correlation between urgency 
and RSB for boys and girls. Sensation-seeking behaviour was also positively 
correlated with RSB in girls (t^ .22, 71=147, £>=.01). Again although a similar
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relationship was identified in boys, statistical significance was not reached due to the 
small sample size, even though the correlation was stronger in boys than girls (r=.30, 
«=31, p=.\2). This provides evidence in support of the hypothesis that impulsivity 
behaviours are positively correlated with RSB in boys and girls.
Evidence relating to the hypothesis that self-esteem and self-compassion 
would be inversely correlated with RSB was also found. Small significant negative 
correlations were reported in the girls sample for self-esteem (r=-.29, «=152, /?<001) 
and self-compassion 0=-.28, «=153, /K.001) so higher levels of self-esteem and self­
compassion were associated with lower levels of RSB.
The Relationship between Gender and Overall RSB
The dichotomised recodes from the 11 SRS items were summed to provide an 
overall RSB score and the possible scores ranged from 0 to 10. The assumption of 
normal distribution for the overall RSB score was violated (Appendix XVIII), so a 
non-parametric Mann-Whitney U Test was conducted. Girls (Mdn=l, «=199) were 
more likely to report engaging in a greater number of RSBs overall than boys 
(Mdn=0, «=66), although this did not reach significance (17=5666.50, z=-1.78, p=.0S, 
i= .ll) . Additionally, the medians show that engaging in RSBs was very low across 
both genders.
Factors Predicting the Likelihood that Adolescents will Engage in RSB 
Multiple linear regression
Multiple linear regression was run with the total of the 11 SRS items using 
Turchik and Garske’s recodes. Regression diagnostics indicated that the 
muMcollinearity assumption was not violated. However, there was some deviation 
from normality of the residuals suggesting that the distribution assumption was 
violated. Violation of the normality assumption weakens the multiple regression 
model (Tabachnick & Fiddell, 2014) so it will not be reported. For a more detailed 
exposition of the regression diagnostics supporting the decision not to use multiple 
regression see Appendix XIX.
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Logistic regression
Given multiple regression analysis was precluded, logistic regression was 
used to explore which factors predicted RSB in adolescents. As described previously, 
each participant was given a code of zero if they had never engaged in any of the 11 
RSB items (referred to as ‘RSB-absent’). Participants who had engaged in at least 
one RSB were given a score o f ‘one’ (referred to as ‘RSB-present’). Logistic 
regression is sensitive to high muMcollinearity (Field, 2009) so the analysis used the 
total SSA score as the shame predictor and did not include the three subscales, 
making up the SSA.
Preliminaiy Mann-Whitney U Tests indicated significant differences between 
the ‘RSB-absent’ and ‘RSB-present’ groups for six of the seven predictors for girls 
(total SSA, body shame, self-esteem, self-compassion, urgency and sensation- 
seeking). Significant differences between ‘RSB-absent’ and ‘RSB-present’ groups 
were found in boys for self-surveillance, urgency and sensation seeking (Table 4). 
Therefore all seven predictors were included in the regression model for purposes of 
comparison The foil model was statistical^ significant for both girls (%2(7, 
tz=163)=29.33, /k .001) and boys (%2(7, rc=51)=22.39, ^=.002), suggesting that the 
model was able to distinguish between participants who reported engaging in and did 
not report engaging in RSB.
For girls, between 16.5% (Cox and Snell R Square) and 22.1% (Nagelkerke R 
squared) of the variability in RSB could be explained by the predictors included in 
the model For boys, between 35.5% (Cox and Snell R Square) and 47.5% 
(Nagelkerke R squared) of the variability in RSB could be explained by the 
predictors included in the model Table 5 shows that two of the independent 
variables made a unique statistical^ significant contribution to the model for girls; 
urgency and sensation-seeking. The strongest predictor for engaging in RSB was 
sensation-seeking behaviour, with an odds ratio of 1.20. So girls who scored highly 
on sensation-seeking behaviour were 1.20 times more likely to engage in RSB when 
controlling for all other factors in the model Additionally, girls who scored highly 
on the urgency subscale were 1.15 times more likely to engage in RSB. For boys, 
sensation seeking made a statistically significant contribution to the model with an 
odds ratio of 1.53.
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Discussion
The current study aimed to explore the relationship between RSB and a range 
of factors in a sample of school-attending adolescents. O f particular interest were the 
relationships between shame, self-esteem, self-compassion, and impulsrvity with 
RSB. The analysis explored these associations separately for boys and girls to 
ascertain whether there were any significant gender differences. O f the total 11 
sexual risks girls were, on average, more likely to report engaging in a greater 
number of these behaviours than boys but this did not reach significance and the 
average rate within both groups was very low. Only urgency and sensation-seeking 
behaviours uniquely predicted presence or absence of taking any form of sexual risk 
for girls. Using the original rating of the SRS, for girls all factors (except outward 
expression of shame) were significantly correlated with RSB in the expected 
direction. Similar effect sizes for all significant correlations were found, ranging 
from small to moderate. The effect sizes for correlations in the boys sample were 
similar to the girls but only two were significant; outward expression of shame and 
urgency, both of which were in the expected direction. The smaller sample size may 
have affected whether these correlations reached significance.
As previously stated and in line with the main study hypotheses, relationships 
between shame, including shame proneness, body shame and self-surveillance, and 
RSB were identified across both genders. However, not all results reached 
significance in boys, perhaps due to the smaller sample size. Interesting^, there was 
a notable difference in the shame associations between boys and girls. Internalised 
expressions of shame, relating to perceived negative self-evaluation and negative 
affect in response to shame, were more strongly correlated with RSB in girls. 
Contrastingly, outward expression of shame, characterised by external behaviours 
exhibited in response to shame, were strongly associated to RSB in boys. The present 
findings appear to complement the literature surrounding objectification theory, 
which suggests that girls are more likely to experience internalised feelings of body 
shame and self-surveillance compared with boys (Knauss et al, 2008; McKinley, 
1998; McKinley, 2006). Therefore, findings in the current study fit well with the 
notion that shame is associated with RSBs in both boys and girls but that these 
associations differ slightly due to girls in particular being at risk of internalising an
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observer’s perspective (Lindberg et al, 2007). Additionally, recent research exploring 
the impact of internalising and externalising experiences in adolescents found that 
externalising problems were linked with self-criticism in boys but not in girls 
(Campos, Besser, Morgado & Blatt, 2014), providing further context to the findings 
in the present study. Although the majority of correlations in the boys’ sample did 
not reach statistical significance, the correlations were similar or stronger than in the 
girls’ sample so further research with a larger and more equally gender-split sample 
would be beneficial to consolidate the preliminary findings from the present study.
Both sensation-seeking and urgency impulsivity traits were positively 
correlated with RSB in boys and girls and predicted RSB in girls. Sensation seeking 
behaviour also predicted RSB in boys whereas urgency did not. These results help to 
consolidate findings from research that has reported slight differences. Donohew et 
al (2000) reported an association between sensation-seeking and RSB in adolescent 
boys and girls. Contrastingly, Birthrong and Latzman (2014) reported a significant 
association between urgency and RSB, but not sensation-seeking, in both boys and 
girls although girls made up 75% of the sample. In the present study, the strength of 
associations appear to differ by gender with stronger correlations being reported in 
the boys sample compared with girls, although the relationship between sensation- 
seeking and RSB did not reach significance in boys. This suggests that although the 
relationship between impulsivity and RSB is similar across genders, impulsivity 
traits seem to be explaining more of the variance in RSB scores for boys rather than 
girls, which was further supported by the r squared values in the logistic regression 
model Impulsivity is an external trait, and given that recent research has suggested a 
negative impact of externalising experiences on boys but not girls (Campos et al, 
2014), this could explain why sensation-seeking and urgency tendencies are more 
strongly associated with and explain more of the variance in RSB for boys over girls. 
It may also explain why urgency is a predictor in girls but not boys, given that this 
personality trait relates to impulsive behaviour as a consequence of negative affect 
and perhaps girls are more aware of their internal experiences than boys.
The present study also found evidence that self-esteem and self-compassion 
were inversely correlated with adolescents’ reports of engaging in RSB. The 
associations were particularly strong in the girls’ sample, presenting the strongest 
relationships with RSB after urgency impulsivity traits. These findings provide
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further support to the research, which suggests that low self-esteem in adolescent 
girls is related to engagement in RSB (Boden & Horwood, 2006; Ethier et al, 2006); 
however, the direction of this relationship is not inferred. In the boys’ sample, the 
correlations between self-esteem, self-compassion and RSB were also inversely 
correlated; however the strength of associations were weak. Perhaps, as mentioned 
above, girls are more likely to be affected by internalised experiences, such as self­
esteem, in comparison with boys which might explain why there is a stronger 
association with RSB in girls. The results also support Knauss et al’s (2008) theory 
that self-esteem levels differ by gender, which could further explain why self-esteem 
and self-compassion, which are closely related constructs, have a different impact on 
adolescent experiences of RSB depending on gender.
Boys reported significantly higher levels of self-compassion than girls. 
Whilst some research suggests that self-compassion can act as a protective function 
against negative experiences, such as shame and self-criticism (Gilbert & Procter, 
2006; Neff & McGehee, 2010) less is known about its relationship with engaging in 
risky behaviour. Findings from the present study show that even though boys 
reported significant^ higher self-compassion levels, there were no differences 
reported in their engagement in RSBs compared with girls. Perhaps self-compassion 
does not play as important a role in boys’ sexual experiences because they perceive 
risk differently to girls. It may be possible that boys do not regard the SRS items as 
riskily as girls and therefore the association of self-compassion and RSB is less 
relevant for boys. For example, girls might perceive engaging in sex with an 
unknown boy as more risky than boys who engage in the same behaviour with a girl 
If boys do not construe these behaviours as so much of a risk compared with girls 
then it would not be necessary for self-compassion to work as a ‘protective factor’ in 
the way that it is theorised to work in girls.
The fact that girls reported significantly lower self-compassion than boys, but 
self-compassion was still inversely correlated with RSB further suggests that the 
construct works differently for girls than boys. Perhaps girls are more attuned to their 
internal affective experiences, compared with boys, who relate more to external 
experiences. If this were the case then girls might be more aware of their self­
compassion, allowing it to protect them against risky actions which would otherwise 
have negative consequences. O f course the direction of this relationship is not
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currently clear as it could be that engaging in RSB could serve to lower self­
compassion levels in girls. If boys’ and girls’ perceptions of risk do differ then, for 
girls, construing a behaviour as ‘risky’ could affect their self-compassion. 
Contrastingly, boys might not construe the same behaviour as a risk, or they may get 
benefits like a positive reputation from engaging in RSBs. This may then mean that 
engaging in the RSB for boys raises self-compassion and self-esteem, providing 
another possible explanation for the current findings. So, the emotional consequences 
of engaging in RSB might be different for boys and girls, which could explain the 
differences in self-esteem and self-compassion levels and the associations with RSB. 
These contrasting and preliminary hypotheses need further exploration in a future 
study.
Overall it seems that the association between factors linked with engaging in 
RSB differ between adolescent boys and girls. For boys, it seems that most notably 
impulsivity traits and outward expressions of shame are associated with engaging in 
RSB. Contrastingly, in addition to impulsivity traits, the associations with RSB in 
girls appear to involve more internalised perspectives relating to the affective 
experiences of shame and a low self-view, including self-esteem and self­
compassion. It might be the case that girls manage low self-esteem, low self­
compassion and feelings of shame by engaging in RSB or that RSB damages their 
self-esteem, self-compassion and promotes shame. For boys, low self-esteem, self­
compassion and high shame might be managed by externalising behaviours in the 
form of risk-taking and outward expression of emotions. Alternatively, boys’ 
engagement in RSB may further enhance their outward expression of emotion, risk- 
taking and sensation-seeking behaviour. Although causality in these relationships 
cannot be established in the present study, further longitudinal studies would help to 
explore the direction of these theories.
Despite these findings, there are some clear limitations to the study which 
must be considered. The SRS measure presented some difficulties to the analysis due 
to the high proportion of missing data. The measure was initially developed for 
undergraduate students, and although the questions were subtly reworded to make it 
more appropriate for an adolescent sample in the present study, it seems that 
applicability to a younger age demographic was problematic. Other reasons may also 
have affected this, such as the characteristics or demographics of participants
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attending the recruited schools. The SRS consisted of questions pertaining to actual 
behaviours, rather than attitudes. This could be seen as a strength given that attitudes 
do not necessarily predict behaviour. However, the SRS only measured RSBs so no 
data was collected relating to healthy sexual practice, reducing the utility of the data 
in the context of the broader sexual behaviours of these adolescents. Also, a specific 
frequency was asked for in relation to each behaviour and ofren participants’ 
responded with a range e.g. 10-20. Perhaps participants did not know exactly how 
many times they had engaged in a behaviour unless it was veiy infrequent. Research 
suggests that when reporting greater frequencies in surveys, participants are more 
likely to round the number or give a best estimate (Tourangeau, Rips & Rabinski, 
2006). Ranges may also have been given because the time frame within which the 
behaviours took place was altered for the present study. In the original SRS, 
behaviour frequencies were requested within a six month/two week period, whereas 
the present study asked whether participants had ever engaged in these behaviours. 
This could have made it more difficult to recall specific frequencies of behaviour if 
they occurred some time ago. The range responses on the SRS created problems 
when analysing the data as the original scoring was dependent on exact frequency 
estimates so ranges could not be included in the majority of the analysis. However, 
when the data was dichotomised, it allowed inclusion of the range data too. The 
difficulties experienced in the SRS also presented an ethical dilemma; given that 
participants were asked to complete questionnaires covering sensitive topics, it 
seemed counter-intuitive to exclude the data of those who did respond, even though 
the responses did not fit exactly with the requested format. Hence, coming up with 
different ways of constituting the RSB from the original scale was seen as a response 
to this ethical issue.
Due to the large quantity of missing data, various methods of dealing with 
missingness were reviewed and it was decided that the most viable option was 
pairwise deletion. This was selected over Kstwise deletion so that cases could still be 
included if they had complete data required to run the specific analysis. However, as 
with all methods of dealing with missing data, there are limitations to the pairwise 
deletion method (Schlomer et al, 2010). For example, individuals may not have felt 
comfortable answering certain questions and other constructs such as high levels of 
shame may have been further impacting on that decision However, pairwise deletion
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makes it difficult to explore whether any other variables are contributing to 
participants’ avoidance o f answering some questions. Given that it is known that data 
was not missing at random in the present study, biasing of results from pairwise 
deletion is more relevant. Additionally, the method of pairwise deletion on smaller 
samples, such as that for boys in the present study, means that each correlation 
analysis may include different cases, weakening the ability to compare results across 
the analysis (Schlomer et al, 2010).
Retrospective self-report questions pertaining to personal matters can also 
present limitations. Some research points towards a tendency to under-report or over­
report in survey style investigations, perhaps due to cultural or social implications or 
a desire to answer in a pleasing way for the investigator (Tourangeau et al, 2006). 
Recall bias is another limitation to this style of research and can lead to 
inconsistencies in responses across a measure within participants. A study by 
Eggleston, Leitch and Jackson (2000) found that boys were 14 times more likely to 
be inconsistent in their answers on a self-report sexual activity questionnaire 
compared with girls. The authors also found that participants reporting a lower 
socioeconomic status were also more likely to report inconsistent results. However, 
Eggleston et al.’s study (2000) is based on a sample of Jamaican adolescents so 
drawing parallels with the current study should be done cautiously. But given that the 
majority o f boys in the present study were also coded with a lower socioeconomic 
status than girls, caution needs to be taken when drawing concrete conclusions given 
that the boys sample size was much smaller than the girls.
Although associations between various factors and RSB in adolescents have 
been established, the present study is a cross-sectional design and therefore causality 
cannot be established. Future research should focus on a longitudinal study at two 
separate time points in order to explore whether factors, such as shame, might predict 
engagement in RSBs in adolescents at a later time.
Extending the age range to include adolescents between 14 and 16 years 
would also be valuable as research suggests engaging in RSBs might alter along the 
developmental trajectory. Byrnes, Miller and Shafer (1999) found that gender 
differences in risk taking behaviour became less marked as participants grew older. 
They found that boys engaged in riskier sexual behaviour when younger and this gap 
then reduced when women left school to attend higher education. One possible
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theory proposed was that different time points see individuals interacting in different 
contexts, e.g. living at home versus living at university, which could impact on 
decisions to engage in RSB. As adolescents mature and move from middle school to 
sixth form, the learning context shifts to one of greater independence. This mirrors 
the increased autonomy that adolescents are often afforded by parents and these 
contextual changes could contribute to a change in patterns relating to engagement in 
RSBs. With this in mind it would be helpful to include individuals between 14 and 
16 years in a future longitudinal study, in order to explore how the developmental 
stage of adolescents might change the likelihood of them engaging in RSBs.
Given the outlined limitations, further research looking at factors affecting 
RSB in adolescents may benefit from a more appropriate measure of sexual risk. The 
process of developing this scale might be aided by the implementation of a series of 
focus groups with adolescents of the targeted age, in order to develop a measure and 
a rating method that is both sensitive to and uses language appropriate for people 
who M  within this age category. It may also be helpful to explore how adolescent 
boys and girls perceive risk levels pertaining to sexual behaviour as differences in 
these perceptions may contribute to gender differences in reported engagement in 
RSBs.
In conclusion, despite the outlined limitations, the present study provides 
some interesting findings relating to factors, including shame, self-esteem, self­
compassion and impulsivity, which are associated with adolescents’ engagement in 
RSBs. Furthermore, it seems that the associations between these factors and RSB 
differ by gender. These findings have implications for sex education programmes 
that are delivered in educational institutions. The Sex and Relationship Education 
Policy makes reference to ensuring that boys’ and girls’ needs are attended to equally 
and there is a suggestion of single sex classes in the context of certain cultural beliefs 
about discussing body-related topics in the presence of the other sex (Department for 
Education, 2000). However, given the proposed theory that factors associated with 
RSB differ depending on gender, perhaps adolescents would benefit from much more 
tailored sex education programmes, which target their gender and are specific to their 
age and developmental needs. The promotion of self-compassion could be 
particular^ beneficial for girls, given the potential that this might be serving as a 
protective fonction to engaging in RSB. If this relationship is in fact reversed, ie.
URN: 6201117 34
adolescents engage in sexual behaviours which promote shame, low self-esteem and 
self-compassion, it would be equally important that they have access to interventions 
and education to help understand, manage and learn how to improve their self-views.
Given the finding that sensation-seeking and urgency are associated with and 
predict RSB in boys and girls, it might be beneficial to include advice and support on 
how to make informed decisions relating to sexual behaviour in an attempt to reduce 
the likelihood of adolescents making rash and consequently risky decisions. 
Furthermore, risks do not occur in isolation, and engaging in RSB might be part o f a 
pattern of behaviours. For example, research suggests that adolescents with 
substance problems are more likely to engage in RSB (Tapert, Aarons, Sedlar & 
Brown, 2001). Therefore education programmes exploring risk behaviours in general 
may also benefit from targeting impulsivity.
Finally, the experience of shame is linked to RSB in both genders. Shame has 
been identified as a factor relating to mental health difficulties (Gilbert & Procter, 
2006); therefore in a clinical setting, adolescents who experience shame may be in a 
high risk group in terms of RSB. It would be important to explore sexual behaviour 
with clients who are identified as felling into this high risk group, in order to provide 
support and advice relating to safe sexual practice. For those in this high risk group, 
continuing to engage in RSBs could serve to perpetuate a vicious cycle where shame 
and RSBs are associated and mutually affect each other.
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Methods: The selection of observational or experimental subjects (patients or experimental anim als, 
including controls) should be clearly described in the Methods section. The m ethods, apparatus, and 
procedures used should be described in enough detail to allow other workers to reproduce the results. 
References should be provided for established methods, including statistical methods. Methods that 
are not well known should be conciselydescribed with appropriate references. Any new or substantially 
modified method(s)should be carefullydescribed, reasons given for its use, and an evaluation m ade of 
its known or potential limitations. All drugs and chemicals used should be identified by generic 
nam e(s), dosage(s), and route(s) of administration. The numbers of observations and the statistical 
significance of findings should be included when appropriate. Patients' nam es, initials, or hospital 
numbers should not be used.
*Note that when reporting experiments utilizing hum an subjects, approval of the protocol by the 
sponsoring Institution's Committee on Human Subjects or its equivalentm ustbe stated explicitly within 
the Methods section ofthe manuscript. In addition, the protocol for obtaining informed consent should 
be briefly described.
Results: Results should be presented in a logical sequence in the text, table(s), and illustration(s). 
Only critical data from the table(s) and/or illustrations(s) should be repeated in the text.
Discussion: Em phasis in the Discussion section should be placed on the new and important aspects 
ofthe study and the conclusions that can be drawn. Detailed data from the results section should not 
be repeated in the discussion. The discussion should include the implications and limitations of the 
findings and should relate the observations to other relevant studies. The link between the 
conclusion(s)and the goal(s) ofthe studyshould be carefully stated, avoiding unqualified statem ents 
and conclusions notcompletelysupported bythe data. The author(s)should avoid claiming priority and 
alluding to work that has not yet been completed. New hypotheses, when stated, should be clearly 
identified as such. Recom mendations, when appropriate, m aybe included.
Potential Reviewers To a s s is t with a prompt, fair review process, authors are asked to provide the 
nam es, institutional affiliations, and e-mail addresses of 5 potential reviewers who have the appropriate 
expertise to evaluate the manuscript. Failure to provide 5 potential reviewers may result in delays in the
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processing of your manuscript. Do not refer potential reviewers with whom you have a current or past 
personal or professional relationship. Do not recommend m em bers of the Journal's editorial board. 
Authors may also provide the nam es of persons who should not be asked to review the manuscript. 
Ultimately, the Editors reserve the right to choose reviewers.
Article Types The Journal of Adolescent Health publishes the following types of articles. Word count 
limits apply only to the main body of the manuscript, and do not include the title, references, or figure 
and table captions.
Original Articles are scientific reports on the results of original research. Text is limited to 3500 words 
with a 250-word structured abstract, 5 tables/figures, and 40 references. Original articles should 
include a 50-word Implications and Contribution sum m ary statement.
Adolescent Health Briefs are scientific reports of original research thatrepresentprelim inary findings, 
sm all sam ples and newly described associations in unique populations. Briefs are limited to 1000 
words, with a structured abstract of 150 words o rless .A  combined total of 2 figures and/or tables, and 
a maximum of 10 references will be accepted. Briefs should include a 50-word Implications and 
Contribution sum m ary statement.
Review articles generally are solicited by the editors. If you would like to subm it a review article the 
Journal, p lease submit a proposal letter, a detailed outline, and a preliminary reference list to the 
Managing Editor by e-mail attor.berg@ ucsf.edu. Systematic reviews and m eta-analyses are preferred, 
though strong, evidence-based integrative and narrative proposals will be considered.
One or more of the Associate Editors will review the proposal and will advise the authors on 
proceeding to a full manuscript. This internal review will take place within four weeks of receipt of the 
proposal.
The final format of the article should include the introduction, review of the relevant literature, 
discussion, sum m ary and implications section. Each review article m ust have a 200-word sum m ary 
abstract. Review articles are limited to 4500 words, 5 tables/figures, and an unlimited num ber of 
references. Review articles should include a 50-word Implications and Contribution sum m ary 
statement.
Clinical Observations: These ca se  reports represent rare and new observations in the clinical arena. 
Papers in this form at are limited to 1000 words and should include an introduction, concise d iscussion 
of the clinical observation, and discussion. Clinical observations should include a 200-word sum m ary 
abstract. A combined total of 1 figure, table or illustration and 10 references will be accepted.
Editorial Correspondence: Letters regarding articles published in the Journal within the proceeding 6 
months are stronglypreferred. Letters should not exceed 400 words.This correspondence is published 
at the discretion of the Editor-in-chief and the Associate Editors. The authors of the article that is 
subject of the correspondence will be invited to respond.
Invited Commentaries: Commentaries are invited only, and will be solicited solely by the editors. 
Commentaries serve as a forum for changes in adolescent healthcare training, economic issu es, 
governmental health policies, international health, medical/scientific ethics, and meeting reports.
Journal Style All aspects ofthe manuscript(tables, illustrations, and references) should be prepared 
according to the International Committee of Medical Journal Editors (ICMJE) requirements.
Grammar, Punctuation, and Usage. Grammar, punctuation, and scientific writing style should follow 
the AMA Manual of Style, 10th edition.
Abbreviations. Authors should provide a listof abbreviations on the title page. All acronyms in the text 
should be expanded at first mention, followed by the abbreviation in parentheses. The acronym may 
appear in the text thereafter. Do not u se  abbreviations in the title. Acronyms may be used  in the 
abstract if they occur 3 or more times therein. Generally, abbreviations should be limited to those
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defined in the AMA Manual of Style, 10th edition. Uncommon abbreviations should be listed at the 
beginning ofthe article.
Units of M easure. Authors should use Système International (SI) values.
Proprietary Products. Authors should u se  nonproprietarynames of drugs or devices unless mention 
of a manufacturer is pertinentto the discussion. If a proprietary product is cited, the nam e and location 
ofthe manufacturer m ust also  be included.
R eferences. Authors are res pons ible for the accuracy of references. References should be numbered 
consecutively in the order in which they are first mentioned in the text. Identify references in text, 
tables, and legends by Arabic numerals in parentheses. References cited only in tables or figure 
legends should be numbered in accordance with the sequence established by the first identification in 
the text o fthe particular table or figure. The titles of journals should be abbreviated according to the 
style used in the list of Journals Indexed for MEDLINE, posted by the NLMon the Library’s web site.
Reference style should follow that of the , 10th edition, as shown in the following examples. The titles 
of journals should be abbreviated according to the style used in the list of Journals AMA Manual of 
Sfy/elndexed for MEDLINE, posted by the NLM on the Library’s web site. 
G-frhttD://www.nlm.nih.aov/tsd/serials/lii.html
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Appendix H
National Readership Survey Demographic Categories
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ABC I Demograpahic | What does ABC I mean? Page 1 of 1
National Readership Survey (NRS) demographic categories
Social Grade 
A
Cl
C2
D
Social Status 
upper middle class
middle class
lower middle class
skilled working class 
working class
those at lowest level of 
subsistence
Occupation
higher managerial, 
administrative or 
professional
intermediate managerial, 
administrative or 
professional
supervisory or clerical, 
junior managerial, 
administrative or 
professional
skilled manual workers
semi and unskilled manual 
workers
state pensioners or widows 
(no other earner), casual or 
lowest grade workers
http://www.abc 1 demographic.co.uk/ 22/10/2013 
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Ethics Approval Letter
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Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action
Ref:
Name of Student: 
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
854-PSY-12 RS
EASUEÂ RAHIM, HARRIET WINSTANLEY
Project 1) Shame as a predictor of juvenile 
substance use: an Investigation of mediating 
factors Project 2) An investigation into the
relationship between, self-esteem, self­
compassion and sexual behaviour in school- 
age adolescents
MARYJOHN
19th DECEMBER 2012
18th MARCH 2013
The above Projects have been re-submitted to the FANS Ethics Committee. 
A favourable ethical opinion has now been given.
Signed:
' Chair
ram Opitz
Dated:
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Professor Bertram Opitz
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Masuma Rahim 
Harriet Winstanley 
Trainee Clinical Psychologists 
School of Psychology 
University of Surrey
10th April 2013
Dear Masuma and Harriet
Reference: 854-PSY-12 RS
Title of Project: Project 1) Shame as a predictor of juvenile substance use: an 
investigation of mediating factors Project 2) An investigation into the 
relationship between, self-esteem, self-compassion and sexual behaviour in 
school-age adolescents
Thank you for your re-submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a 
favourable ethical opinion.
If there are any significant changes to your proposal which require further scrutiny, 
please contact the Faculty Ethics Committee before proceeding with your Projects.
Yours sincerely
RrdfeSsor Bertram
T h e  Q ueen’s 
Anniversary P rizes
UNIVERSITY OF
F acu lty  o f
A r ts  a n d  H u m an  S ciences
Faculty Office 
AD Building
Guildford, Surrey GUZ 7XH UK
T:+44 (0)1483 689445 
F :+44 (0)1483 689550
www.surrey.ac.uk
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Appendix IV 
Invite to Participate Letter to Schools
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U N I V E R S I T Y  O F
v SURREY
D epartm ent of University 
Address Sine 1 
Address Sine 2
Gu8dfon3. Surrey GU2 7XHIX
Addressee Name
Address 1 Name Surname (Optional)
Address 2 
Address 3 
Address 4 
Address 5
QvtiMcatens (Optional]
Job m e  (Optiond)
Tr +44 (0)1483 68 (Optional) 
R +44 (0) 1483 68 (Optional) 
M. +44 (0) (Optional)
Date
?$ sSsunrey.ac.uk 
WWW îvrrey.ac.uk
Dear Sir/Madam,
I am  a  Trainee Clinical Psychologist from the University of Surrey. As part of my training, I 
am  required to carry out a  p iece of research. In association with a  fellow Trainee 
(Harriet Winstanley), I Intend to investigate factors which predict safe healthy 
behaviours in adolescents. In particular w e are  looking a t alcohol and  drug use and  
sexual behaviour am ongst this a g e  group. We hope that our results might help us 
understand some of the  reasons why young people use drugs, drink alcohol an d  have 
sex. We hope to be able to carry out this research with two groups of school-age 
children: those ag ed  14-16, and  those ag ed  16 and over.
This project has been  granted a  favourable ethical opinion by the  University of Surrey’s 
Faculty of Arts and Human Sciences and  is being supervised by Ms. Mary John 
(Consultant Clinical Psychologist in Child and Adolescent Mental Health Services) and 
Dr. Laura Simonds [Chartered Psychologist). Both Harriet and I have undergone Criminal 
Records Bureau checks, and  the University of Surrey has insurance covering research 
conducted  by staff and  students. Participation would b e  voluntary, and Informed 
consent would be  sought. To preserve anonymity, ‘consent’ refers to completion of 
study questionnaires. All d a ta  would be held and processed In acco rd an ce  with the 
Data Protection Act (1998).
I enclose a  copy of the study information sheet. If you have any further questions, feel 
free to con tac t us, using m.rahim@surrey.ac.uk or h.winstanley@surrey.ac.uk. You can  
also con tac t our supervisors, using m.john@surrey.ac.uk, or i.simonds@surrey.ac.uk.
Yours faithfully.
Masuma Rahim Mary John
Trainee Clinical Psychologist PsychD Course Director/Consultant Clinical Psychologist
Harriet Winstanley Laura Simonds
Trainee Clinical Psychologist Lecturer/ Chartered Psychologist
. /
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Appendix V 
Questionnaire Battery
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Information Sheet & Consent Form
O ur n a m e s  are  M asum a Rahim an d  Harriet W ins tan ley  and  w e  a re  T ra inee  Clinical 
Psychologists  f rom  th e  University o f  Surrey. As par t  of  o u r  d e g re e ,  w e  have  to  carry o u t  
s o m e  research .  W e are  looking a t  th ings  w hich p red ic t  sa fe  h e a l th y  b eh a v io u rs  in 
a d o le sc e n ts .
In par t icu lar  w e  are  looking a t  a lcohol and  d rug  u se  and  sexual b e h a v io u r  in p e o p le  aged  
16-18. W e h o p e  th a t  o u r  resu lts  m igh t h e lp  us u n d e r s ta n d  s o m e  o f t h e  rea so n s  w h y  y o u n g  
p e o p le  use  drugs, dr ink  alcohol and  have  sex.
If y o u 'd  like to  ta k e  part,  w e ' l l  ask you to  fill in s o m e  ques tionna ires .  You d o n ' t  have  t o  ta k e  
part,  and  e v e n  if you d ec id e  y o u 'd  like to ,  you can change  y o u r  m ind  a t  any  po in t .  Try to  
a n s w e r  t h e  q u e s t io n s  as h o n e s t ly  as possib le .  All y o u r  a n s w e rs  will be  an o n y m o u s  and  
confiden tia l ,  so  no  o n e ,  n o t  e v e n  y o u r  te a c h e r s  o r  family, will know  th a t  you have  ta k e n  
part,  and  t h e y  w o n ' t  b e  ab le  to  s e e  y o u r  answ ers .  If you n e e d  to  con tac t  us, you can em ail  
us using m .rah im @ surrey .ac .uk  an d  h .w in s tan ley @ su rrey .ac .u k . You can also con tac t  o u r  
resea rch  supe rv iso rs ,  Mary John  and  Laura S im onds,  using m .john@ surrey .ac .uk  o r
l .s im onds@ surrey .ac .uk .
P lease  n o te :
•  You can change  y o u r  m ind  and  n o t  give us y o u r  q u e s t io n n a ire
•  You d o n ' t  have  t o  a n s w e r  all of  t h e  q u e s t io n s
•  You do  n o t  have  to  ta k e  par t  a t  all ( th e re  are  s o m e  puzzles inc luded  a t  t h e  e n d  of  
t h e  q u e s t io n n a ire  to  c o m p le te  if you wish)
• You d o n ' t  have  to  te ll  a n y o n e  w h a t  you w ro te  on t h e  q u e s t io n n a ire s
•  N o-one  will k n o w th e s e  a re  y o u r  a n sw e rs  - y o u  will n o t  have to  p u t  y o u r  n a m e  on 
any th ing
•  W e m ight u se  t h e  d a ta  again to  te ac h  o th e r  p e o p le  ab o u t  drug and  alcohol u se  and  
sex  in you n g  p e o p le  o r t o  a n s w e rd i f f e r e n t  resea rch  ques tions  bu t  n o - o n e  will know 
you to o k  part
•  By h a n d in g y o u rc o m p le te d  q u e s t io n n a i r e ^ ,y o u  a re  c o n s e n t in g to  par t ic ipa tion  in 
th is  research
UNIVERSITY OF
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Demographics
P lease  circle y o u r  re sp o n se s  to  t h e s e  ques t ions :
1. How old are you?
A. 14
B. 15
C. 16
2. What is your sex?
A. Male
B. F em ale
3. What is your ethnicity?
A: White
British 
Caribbean  
Irish 
African
O th e r _________________
C: Asian or Asian British
Indian
Pakistani
Bangladeshi
O th e r_________________
E: Chinese orother ethnicgroup 
not say
C hinese
O th e r__________________
4. What is your religion?
A. Catholic 
D. P ro te s ta n t  
G. O therC hr is t ian  
J. P re fe r  n o t  to  say
5. What is your sexual orientation?
A. Mainly gay B. Mainly s tra igh t
D. C om ple te ly  gay E. C om ple te ly  s t ra igh t
F. O th e r_______________
6. Does the head of your household work?
A. Yes B. No
If 'y es ' ,  w h a t  is th e i r  j o b ? ____________________
B. N one /A the is t  
E. Jew ish  
H. Sikh
K. O th e r _______
D. 17 G. 20
E. 18
F. 19
B: Mixed
W hite  an d  Black
W hite  an d  Black
W hite  and  Asian 
O th e r__________
0: Black or Black British
Caribbean
African
O th e r____________
F: I would rather
C. Muslim 
F. B uddhist 
I. Hindu
C. Bisexual 
E. P re fe r  n o t  to  say
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It is c o m m o n  fo r  you n g  p e o p le  to  e x p e r ie n c e  fee l in g s  of  sh a m e .  H ow ever,  p e o p le  vary in 
t h e  ty p e  of  s i tua t ion  th a t  m a k e s  th e m  fe e l  sh a m e  o r  a s h a m e d .  S h am e  can occur w h e n  you 
have  d o n e  so m e th in g  o r  w h e n  s o m e o n e  e lse  has d o n e  so m e th in g  to  you. Here are  s o m e  
e x a m p le s  of  s i tu a t io n s  th a t  m ight m ake  y ou n g  p e o p le  f ee l  sh a m e :
•  You are  be ing  b u llied
•  You m ake  a m is take  in f ro n t  o f  y o u r w h o l e  class and  e v e ry o n e  laughs
•  You do  badly  in a t e s t
•  Your fam ily  ca n ' t  afford  to  buy you all t h e  n e w e s t  gad g e ts  o r  m o s t  fa sh io n a b le  
c lo thes
•  You are  horrib le  a b o u t  y o u r  b e s t  f r iend  b e h in d  h i s /h e r  back 
IMPORTANT
Can you th in k  o f  s o m e  s i tu a t io n s  t h a t  have  h a p p e n e d  recen tly  w h e r e y o u  have  f e l t  s h a m e ?  
P lease  w ri te  d o w n  a f e w  s i tu a t io n s  like t h e  e x a m p le s  above .
1. 
2.
3.
N ow read  each  i te m  b e lo w  and  circle t h e  box n e x t  to  how  you w o u ld  g e n e ra l ly  th in k  and  
fe e l  in s i tu a t io n s  like t h e  o n e s  you have w r i t t e n  dow n .
EXAMPLE: Thinking back to  t im e s  w h e n  you  have  f e l t  sh a m e ,  if you v ery  o f te n  th in k  "I am
rubbish  a t  eve ry th ing"  t h e n  you w o u ld  circle t h e  n u m b e r  3, as s h o w n  be low ._____________
Not at all A little Quite a bit A lot
_________________________________________________________ bit____________________
I t h o u g h t !  am  rubbish  a t  every th ing"  ô ï  2 (
C o m p le te  t h e  s t a t e m e n t s  b e lo w  th ink ing  back to  th e  t im e s  you  h ave  f e l t  s h a m e .
When 1 felt shame...... Not at 
all
A little bit Quite a 
bit
A lot
1 thought "1 have let other people down" 0 1 2 3
1 felt worthless and small 0 1 2 3
1 thought "Other people must think 1 am no good" 0 1 2 3
1 thought "lama nasty person" 0 1 2 3
1 wanted to shout and scream 0 1 2 3
1 felt angry at other people 0 1 2 3
1 wanted to seek revenge 0 1 2 3
1 thought "No one likes me" 0 1 2 3
1 felt disappointed 0 1 2 3
1 thought "Other people must think 1 am stupid" 0 1 2 3
1 wanted to punch walls or break things 0 1 2 3
1 felt sad 0 1 2 3
1 had a horriblefeeling inside 0 1 2 3
1 thought "1 am no good" 0 1 2 3
1 felt embarrassed 0 1 2 3
1 thought "Other people must think 1 am nasty" 0 1 2 3
1 thought "1 am stupid" 0 1 2 3
1 felt frustrated 0 1 2 3
1 thought "It is better if 1 was not around" 0 1 2 3
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Please read each statement carefully before answering. To the left of each item, indicate 
how often you behave in the stated manner, using the following scale:
Strongly Neither Agree Strongly
Disagree Nor Disagree Agree
1 2 3 4 5 6 7
  1 . 1 o f te n  c o m p are  h o w l  look w ith  h o w  o th e r  p e o p le  look.
  2. During t h e  day, I t h i n k a b o u t h o w  I look m any  t im es .
  3 . 1 o f te n  w orry  a b o u t  w h e t h e r t h e  c lo th es  I am  w ea r in g  m ake  m e  loo k g o o d .
  4 . 1 o f te n  w orry  a b o u t  h o w l  lo o k to  o th e r  p eo p le .
  5 . 1 f e e l  a s h a m e d  o f  m yse lf  w h en  I h a v e n ' t  m a d e  an e f fo r t  to  look my bes t .
  6 . 1 fee l  like I m u s t  be  a bad p erso n  w h e n  I d o n ' t  look as g ood  as I could.
  7 . 1 w o u l d b e a s h a m e d f o r p e o p l e t o k n o w w h a t l  really w eigh .
  8. W h e n  I'm n o t  exercising enough ,  I q u e s t io n  w h e th e r  I am  a go o d  p erson .
  9. W h e n  I'm n o t  t h e  size I th in k  I sh o u ld  be ,  I fe e l  a sh am e d .
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Instructions: Below is a list o f  s t a t e m e n t s  dea ling  w ith  y o u rg e n e ra l  feelings a b o u ty o u rse l f .  
If you s trong ly  ag re e ,  circle SA. If you a g re e  w ith  th e  s t a t e m e n t ,  circle A. If you d isag ree ,  
circle D. If you s trong ly  d isag ree ,  circle SD.
1. On t h e  w h o le ,  1 am  sa tis f ied  with  myself. SA A D SD
2. A t t im e s ,  I t h in k la m  no good  a t  all. SA A D SD
3. 1 f e e l  t h a t  1 have  a n u m b e r o f  good  qualit ies. SA A D SD
4. 1 am  ab le  to  d o  th ings  as w ell as m o s t  o th e r p e o p le . SA A D SD
5. 1 f e e l  1 do  n o t  have  m uch to  b e  p roud  of. SA A D SD
6. 1 f e e l  u se less  a t t im e s . SA A D SD
7. 1 f e e l  th a t  Tm a p e r s o n o f  w o r th ,  a t  le a s t  as good  as 
o th e rs .
SA A D SD
8. 1 w ish  1 could have  m ore  r e s p e c t f o r m y s e l f . SA A D SD
9. All in all, 1 t e n d  to  fe e l  th a t  1 am  a failure . SA A D SD
10. 1 ta k e  a posit ive  a t t i tu d e  to w a rd  myself. SA A D SD
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HOW I TYPICALLY ACT TOWARDS MYSELF IN DIFFICULT TIMES
P lea se  rea d  e a c h  s t a t e m e n t  carefully  b e f o r e  an sw ering .  To th e  le f t  o f  ea ch  i te m ,  ind ica te  
h o w  o f te n  you  b e h a v e  in t h e  s ta te d  m a n n e r ,  using  th e  fo llow ing  scale:
A lm ost A lm ost
n e v e r  always
1 2 3 4  5
  1. W h e n  I can ' t  do  so m e th in g  im p o r ta n t to  m e  I f e e l l i k e a f a i l u r e .
  2 . 1 t ry  to  b e  kind and  p a t i e n t to w a r d s  par ts  o f  my persona l i ty  which I d o n ' t  like.
  3. W h e n  so m e th in g  upse tt ing  h a p p e n s  I try  to  k e e p  leve l-headed .
  4. W h e n  l 'm f e e l in g d o w n ,  I o f te n  th in k  th a t  o t h e r p e o p l e  are  p robab ly  hap p ie r
th a n  I am.
  5 . 1 try  to  s e e  my failings as part o f  b e ing  h um an .
  6. W h e n  I'm g o in g th ro u g h  a very  hard  t im e ,  I care fo r  and  lo o k a f te r m y s e l f .
  7. W h e n  so m e th in g  u p se ts  m e I try  to  k e e p  my fee lings  s teady .
  8. W h e n  I c a n ' t d o s o m e t h i n g i m p o r t a n t t o  m e  I fe e l  like I 'm t h e  on ly  o n e
  9. W h e n  l 'm f e e l in g d o w n  I ca n ' t  s to p  th ink ing  a b o u t  eve ry th ing  th a t ' s  w rong .
  10. W h e n  I fe e l  u s e l e s s in s o m e  way, I t r y t o  r em in d  m yse lf  t h a t  so m e t im e s
e v e ry o n e  fee ls  useless.
  11. I b e a t  m yse lf  up  a b o u t  all t h e  th ings  t h a t  a re  w ro n g  w ith  m e .
  12. I g e t  u p s e t  a b o u t  par ts  of my persona li ty  w hich  I d o n ' t  like.
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I tem True False
1 1 have  t ro u b le  contro lling  my im p u lses
2 1 have  t ro u b le  resis t ing  my cravings (for  food ,  c ig are ttes ,  etc.).
3 1 o f te n  g e t  involved  in th ings  1 la te r  w ish  1 could g e t  o u t  of.
4 W h e n  1 f e e l  bad,  1 will o f te n  do  th ings  1 la te r  re g re t  in o r d e r t o  m ake  
m yse lf  fe e l  b e t t e r  now.
5 S o m e t im e s  w h e n  I fe e l  bad, 1 can 't  s e e m  to  s to p  w h a t  1 am  do ing  e v e n  
th o u g h  it is m aking m e f e e l  w orse .
6 W h e n  1 am  u p s e t  1 o f te n  act w i th o u t  th inking.
7 W h e n  1 f e e l  u n w a n te d ,  1 will o f te n  say th ings  t h a t  1 la te r  regret.
8 It is hard fo r  m e t o  res is t  acting on my fee l ings .
9 1 o f te n  m ake  th ings  w o rse  b ec a u s e  1 act w i th o u t  th ink ing  w h e n  1 am  
u p se t .
10 In an a rg u m e n t ,  1 will o f te n  say th ings  th a t  1 la te r  regret.
11 1 am  always ab le  to  k e e p  my fee l in g s  u n d e r  control .
12 S o m e t im e s  1 do  th ings  on im pu lse  t h a t  1 la te r  reg re t .
13 1 o f te n  look fo r  n e w  and  exciting  e x p e r ie n c e s .
14 I'll try  any th ing  once.
15 1 like fa s t -p a c e d  spo r ts  and  gam es .
16 1 w ou ld  en jo y  w a te r  skiing.
17 1 q u i te  en jo y  tak ing  risks.
18 1 w ou ld  en joy  p a ra ch u te  jum ping .
19 1 like t h e  id e a  of  n e w  and  exciting e x p e r ie n c e s ,  e v e n  if th e y  a re  a bit 
fr igh ten ing .
20 1 w o u ld  like t o  learn  to  fly a p lane .
21 1 s o m e t im e s  like d o in g th in g s  th a t  a re  a bit fr igh ten ing .
22 1 w o u ld  e n jo y  th e  fee l in g  of  skiing very  fas t  d o w n  a high m o un ta in .
23 1 w o u ld  like t o  go scuba diving.
24 1 w o u ld  en joy  fa s t  driving.
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I tem True False
1 1 am  always respec tfu l  to  o ld e r  p e o p le
2 S o m e t im e s  1 do  n o t  fe e l  like do ing  w h a t  my te a c h e r s  w a n t  m e  t o  do
3 S o m e t im e s  1 have  fe l t  like th ro w in g  th ings  o r  b reak ing  th e m
4 1 n e v e r  ' ta lk  back' t o  my p a re n ts
5 W h e n  1 m ake  a m is take  1 always ad m it  t h a t  1 am  w rong
6 1 s o m e t im e s  fe e l  like making fun  of  o t h e r  p e o p le
7 1 always w ash  my hands  b e fo re  ev e ry  m eal
8 S o m e t im e s  1 w ish  1 could ju s t  'm e s s  a ro u n d '  in s tea d  of  having to  go to  
school
9 1 have  n e v e r  b e e n  t e m p t e d  to  b reak  a ru le  o r  a law
10 S o m e t im e s  1 dislike helping my p a re n ts  e v e n  th o u g h  1 know  th e y  n e e d  
my h e lp  a ro u n d  t h e  h o u se
11 S o m e t im e s  1 say th ings  ju s t  to  im press  my f r ie n d s
12 1 n e v e r  s h o u t  w h e n  1 fe e l  angry
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Directions: P lease  read  th e  fo llow ing  s t a t e m e n t s  and  record  t h e  n u m b e r  th a t  is t r u e  fo r  
you fo r  each  q u e s t io n  on t h e  blank. If you do  n o t  know  fo r  su re h o w  m any  t im e s  a 
b e h a v io u r  to o k  p lace , try  to  g u e s s  as close as you can.
If t h e  q u e s t io n  d o e s  no t  apply  to  you o r  you have  n e v e r d o n e  w h a t  t h e  q u e s t io n  asks, p u t  a 
"0" on t h e  blank. P lease  do  n o t  leave  i tem s blank.
"Sex" inc ludes oral, anal and  vaginal sex.
"Sexual behaviour"  includes sexual contac t,  w i th o u t  going as fa r  as sex ,  such as p a s s io n a te  
kissing, m aking ou t,  to u c h in g  up  o r  pe t t ing .
Have y ou  e v e r  had  sex  (p lea se  circle w hich  ap p l ie s  to  you )?  Yes No
If yes ,  h o w  o ld  w e r e  you  w h e n  you  firs t had  sex?  __________________ (years  old)
1 . __________  How m any  p e o p le  have  you en g a g e d  in sexual con tac t  w ith  b u t  n o t  had
sex  w ith ?
2 . __________  How m any  t im e s  have  you I e f t  a social e v e n t  w ith  s o m e o n e  you ju s t  m e t?
3  . __________  How m any  t im e s  have  you en g a g e d  in sexual con tac t  w ith  s o m e o n e  you
d id n ' t  know  o r d id n ' t  know  w ell?
4  . __________  How m any  t im e s  have  you g o n e  o u t  to  b a rs /p a r t ie s /so c ia l  e v e n ts  w an ting
to  e n g a g e  in sexual con tac t  w ith  s o m e o n e ?
5 . __________  How m any  t im e s  have  you g o n e  o u t  to  b a rs /p a r t ie s /so c ia l  e v e n ts  w an ting
to  have  sex  w ith  s o m e o n e ?
6 . __________  How m any  t im e s  have  you had an u n e x p e c te d  sexual e xpe r ience?
7 . __________  How m any  t im e s  have  you had a sexua l  e n c o u n te ry o u  la te r  r e g r e t t e d ?
8 . __________  How m any  p e o p le  have  you had  sex  w ith ?
9 . __________  How m any  t im e s  have  you had vaginal sex  w i th o u ta c o n d o m ?
10 . _________  How m any  t im e s  have  you had vaginal sex  w i th o u t  p ro tec t ion  aga ins t
p regnancy?
11 . _________  How m any  t im e s  have  you given o r  rece ived  a b low job  w i th o u t  a co n d o m ?
1 2 a .________  How m any  t im e s  have  you g o n e  do w n  on a f e m a le  (given oral sex)  w i th o u t
u s in g a  d en ta l  d am ?
1 2 b .________ If you are  f e m a le ,  h o w  m any  t im e s  has s o m e o n e  g o n e  d o w n  on  you
(p e r fo rm e d  oral sex) w i th o u t  using a d e n ta l  d am ?
13 . _________  How m any  p e o p le  have  you h a d s e x t h a t y o u  know  b u t  a re  n o t  involved in
any so r t  o f  re la t ionsh ip  w ith  (i.e. " friends w ith  benefits")?
14 . _________  How m a n y t im e s  have  you had sex  w ith  s o m e o n e  you d o n ' t  k n o w w e l l  o r
ju s t  m e t?
15 . _________  How m a n y t im e s  have  you o r y o u r  sexual p a r tn e r u s e d  alcohol o r  drugs
be fo re  o r d u r in g s e x ?
16 . _________  How m a n y t im e s  have  you had sex  w ith  a n e w  p a r tn e r  w i th o u t  knowing
th e i r s e x u a l  h istory, w h e t h e r t h e y  have  in jec ted  illegal drugs, a b o u t  any  
STIs/STDs th e y  have  o r  w h e t h e r t h e y  a re  having sex  w ith  o th e r p e o p l e ?
17 . _________  How m a n y t im e s  have  you had sex  w ith  s o m e o n e  w h o  has had sex  w i th  lots
of  p e o p le ?
18 . _________  How m any  p e o p le  ( th a t  you know  of) have you had sex  w ith ,  w h o  had
prev iously  had sex  b u t  had n o t  b e e n  t e s t e d  forSTIs/HIV?
19 . _________  How m any  p e o p le  have  you had sex  w ith  t h a ty o u  d id n ' t t r u s t?
20 . __________  How m a n y t im e s  ( th a ty o u  know  of) have  you had  sex  w ith  s o m e o n e  w h o
w as also h av in g sex  w ith  o th e rs  d u r in g th e  s a m e  t im e  p e r io d ?
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If you n e v e r u s e  drugs, p le a se  g o t o  t h e  n e x t  page
Yes No
1 Do you try  to  only  u se  drugs in ce r ta in  s i tu a t io n s?
2 Have you e v e r  had b lackouts  o r f la sh b a ck s  a f te r  using drugs?
3 Do you e v e r f e e l  bad a b o u t  u sing  d rugs?
4 Do y o u r  f r ie n d s  o r fa m ily  th in k  o r  know  th a t  you u se  d rugs?
5 Has using drugs e v e r  cause  p ro b le m s  b e t w e e n  you and  y o u r  family, o r  
you and  y o u r  boy /g ir lf r iend?
6 Have you e v e r  lost f r ie n d s  b e c a u s e  of  y o u r  drug  u se ?
7 Have you e v e r  b e e n  in t ro u b le  a t  school b ec a u s e  of  y o u r  drug u se ?
8 Have you e v e r  go t in to  a f igh t w h e n  'h igh '?
9 Have you e v e r  b e e n  a r r e s te d  fo r  p o sse ss io n  of  d rugs?
10 Have you e v e r  e x p e r ie n c e d  w ith d raw a l  sy m p to m s?
11 Has d rug  u se  e v e r  m a d e  you ill?
12 Have you e v e r  t r ie d  t o  g e t  h e lp  fo r  y o u r  drug  u se ?
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Debrief Question
P lease  d e s c r ib e a  t im e  w h e n  you have  b e e n  really happy , such as a b ir thday  o r a  holiday. 
P lease  te ll  us every th ing  you can a b o u t  this .  Think a b o u t  t h e  em o t io n s  you  ex p e r ien c ed  and 
try  to  relive t h e s e  em o tions  now.
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Sudoku
Puzzles for students who choose not to participate
3 4 1 7
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9 1 2 |
7 2 5 j 6 4 9
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Word search
zebra
bongo
antelope
porcupine
URN: 6201117
elephant
gorilla
baboon
impala
aardvark
lion cheetah rhinoceros warthog
chimpanzee giraffe hippopotamus hyena
gazelle buffalo mongoose leopard
oryx jackal wildebeest vulture
Maze
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Debrief Form
Dear partic ipan t,
Thank you fo r  ag ree ing  to  ta k e  par t  in o u r  s tudy . The aim w as  to  find  o u t  if ce rta in  
fee lings  a re  as soc ia ted  w ith  drinking, taking drugs and  having sex . S om e resea rch  sugges ts  
t h a t  f e e l in g  a s h a m e d ,  e i t h e r  a b o u t  o u rse lves ,  o r  th ings  w e 'v e  d o n e ,  m ight be  linked to  
alcohol o r  d r u g u s e  o r  ce rta in  kinds of  sexual behaviour.  That m ight be  th e  case w ith  adul ts ,  
b u t  w e  d o n ' t  know  if it 's s im i la r f o ry o u n g e r  p eop le .  This s tu d y  a im e d  to  s e e  if t h e  p a t te rn  is 
t h e  s a m e ,  o r  if th e r e  are  any  d if fe rences .  The a n s w e rs  y o u  gave will he lp  us to  f ind  ou t .  All 
y o u r  a n s w e rs  are  confiden tia l  and  a n o n y m o u s  -  t h e r e  is no  w ay  to  link y o u r  a n s w e rs  back 
to  you.
If you w o u ld  like to  ta lk  to  s o m e o n e  a b o u t  alcohol o r  d rug  u se ,  t h e s e  o rgan isa t ions  m ay  be 
helpfu l:
In fo rm ation  a b o u t  drugs: w w w .ta lk to f rank .com  0800 77 66 00
Info rm ation  a b o u t  alcohol: w w w .d rin k aw are .co .u k
If you  w o u ld  like t o  ta lk  to  s o m e o n e  a b o u t  sex , t h e s e  o rgan isa tions  m ay b e  helpfu l :  
In fo rm ation  a b o u t s e x u a l  hea lth  and  w e llb e in g :  h t tp : / /w w w .n c b .o r g .u k /s e f
Thank you again fo r  partic ipa ting  in o u r  research .  If you h ave  any  f u r th e r  q u e s t io n s ,  you  can 
em ail us using m .rah im @ surrey .ac .uk  an d  h .w in s tan ley @ su rrey .ac .u k .
h t tp : / /w w w .b ro o k .o rg .u k /
UNIVERSITY OF
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Appendix VI
Shame Scale for Adolescents (SSA) (Simonds et al, in preparation)
URN: 6201117
1 9 - i t e m  SSA ( S im o n d s .  J o h n .  C h e s t e r  & T a y lo r ,  in p r e p a r a t i o n )
It is c o m m o n  f o r  young  p e o p le  t o  e x p e r ie n c e  f ee l in g s  of  sh a m e .  H ow ever ,  p e o p le  vary in 
t h e  ty p e  o f  s i tua t ion  th a t  m akes  t h e m  fe e l  s h a m e  o r  a s h a m e d .  S ham e can o c c u r w h e n  you 
have d o n e  s o m e th in g  o r  w h e n  s o m e o n e  e l s e  has d o n e  s o m e th in g  to  you. Here are  s o m e  
e x a m p le s  o f  s i tua t ions  t h a t  m ight m ake  y o u n g  p e o p le  f e e l  sh a m e :
•  You a re  be ing  bullied
•  You m ake  a m is take  in f ro n t  o f  y o u r  w h o le  class and  e v e ry o n e  laughs
•  You do  badly in a t e s t  and  you fe e l  like you le t  y o u rse lf  o r  y o u r fa m i ly  do w n
•  Your fam ily  can ' t  afford to  buy you all t h e  n e w e s t  g a d g e ts  o r  m o s t  fa sh io n a b le  
c lo thes
•  You a re  horrib le  a b o u t  y o u r  b e s t  f r iend  b e h in d  h i s /h e r  back 
IMPORTANT
Can you th in k o f  s o m e  s i tua t ions  t h a t  have h a p p e n e d  recen tly  w h e r e y o u  have  f e l t  s h a m e ?  
P lease  w ri te  d o w n  a f e w  s i tu a t io n s  like th e  e x a m p le s  above .
1.
2.
3.
Now read  each  i te m  b e lo w  and  circle t h e  box n e x t  to  how  you w o u ld  g en e ra l ly  th in k  and  
fe e l  in s i tua t ions  like t h e  o n e s  you have w r i t te n  dow n .
EXAMPLE: Thinking back to  t im e s  w h e n  you  have  fe l t  sh a m e ,  if very  o f te n  th in k  "I am  
rubbish  a t  eve ry th ing"  t h e n  you w o u ld  circle t h e  n u m b e r  3, as s h o w n  be low .
N o t a t A lit tle Q u ite  a b it A lo t
all b it
1 th o u g h t" !  am  rubbish  a t  every th ing" 0 1 2 f a 1)
C o m p le te  t h e  s t a t e m e n t s  b e lo w  th ink ing  back to  t h e  t im e s  you  h ave  f e l t  s h a m e .
W h e n  1 f e l t  s h a m e ........ N ot a t  A lit tle  
all b it
Q u ite  
a b it
A lo t
1 th o u g h t  "1 have  le t  o th e r  p e o p le  do w n " 0 1 2 3
1 fe l t  w o r th le s s  and  small 0 1 2 3
1 th o u g h t  "O th e r  p e o p le  m u s t  th in k  1 am  no goo d " 0 1 2 3
1 th o u g h t  "1 am  a nas ty  p e rson" 0 1 2 3
1 w a n te d  to  s h o u t  and  sc ream 0 1 2 3
1 fe l t  angry a t  o th e r  p e o p le 0 1 2 3
1 w a n te d  to  s e e k  rev e n g e 0 1 2 3
1 th o u g h t  "No o n e  likes m e " 0 1 2 3
1 fe l t  d is a p p o in te d 0 1 2 3
1 th o u g h t  "O th e r  p e o p le  m u s t  th in k  1 am  s tup id" 0 1 2 3
1 w a n te d  to  punch  walls o r  b reak  th ings 0 1 2 3
1 fe l t  sad 0 1 2 3
1 had a horrib le  f e e l in g  inside 0 1 2 3
1 th o u g h t  "1 am no good" 0 1 2 3
1 fe l t  em b a r ra s se d 0 1 2 3
1 th o u g h t  "O th e r  p e o p le  m u s t  th ink  1 am  nasty" 0  1 2 3
1 th o u g h t  "1 am  s tup id" 0  1 2 3
1 f e l t  f ru s t ra te d 0 1 2 3
1 th o u g h t  "It is b e t t e r  if 1 was no t  a round" 0 1 2 3
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Appendix VII
Objectified Body Consciousness for Youth (Lindberg et al, 2006)
URN: 6201117
A MEASURE OF OBJECTIFIED BODY CONSCIOUSNESS FOR 
PREADOLESCENT AND ADOLESCENT YOUTH S ara  M. Lindberg and Janet Shibley 
Hyde Nita Mary McKinley 2006
Item
Surveillance
1 .1 often com pare how I look with how other people look.
2. During the day, I think about how I lookm anytim es.
3 . 1 often worry aboutwhetherthe clothes I am wearing m ake me lookgood. 0.76
4 . 1 often worry about how I look to other people 
Body Sham e
5 .1 feel asham ed ofmyselfwhen I haven’t m ade an effort to look my best.
6 . 1 feel like I m u s tb ea  bad person when I don’tlo o k as  good as I could.
7 . 1 would be asham ed for people to know what I reallyweigh.
8. When I’m not exercising enough, I question whether! am a good person.
9. When I’m not the size I think I should be, I feel asham ed.
Control Beliefs
1 0 .1 think I am pretty much stuck with the looks I was born with.
11.1 think I could look as good as I wanted to if I worked at it.
1 2 .1 really don’tthink I have much control over how my body looks.
1 3 .1 thinkmy weightis mostlydetermined bythe genes I was born with.
1 4 .1 can weigh what I’m supposed  to ifl try hard enough.
Participants rated their agreement with each  item on a  7-point sca le  ranging from 1 (strongly 
disagree) to 7 (strongly agree) or indicated that the  item did not apply to them. Higher sco res  
indicated greater OBC.
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Appendix VIII
Self-Esteem Scale (Rosenberg, 1965)
URN: 6201117
Rosenberg Self-Esteem Scale (Rosenberg, 1965)
The scale is a ten item Likert scale with items answered on a four point scale - from 
strongly agree to strongly disagree.
Instructions : Below is a list of statements dealing with your general feelings about 
yourself. If you strongly agree, circle SA. If you agree with the statement, circle A. If 
you disagree, circle D. If you strongly disagree, circle SD.
1. On the whole, I am 
satisfied with myself.
SA A D SD
2.* At times, I think I am 
no good at all.
SA A D SD
3. I feel that I have a 
number of good 
qualities.
SA A D SD
4. I am able to do things 
as well as most other 
people.
SA A D SD
5.* I feel I do not have 
much to be proud of.
SA A D SD
6.* I certainly feel 
useless at times.
SA A D SD
7. I feel that I’m a 
person of worth, at 
least on an equal 
plane with others.
SA A D SD
8.* I wish I could have 
more respect for 
myself.
SA A D SD
9.* All in all, I am 
inclined to feel that I 
am a failure.
SA A D SD
10. I take a positive 
attitude toward 
myself.
SA A D SD
Scoring: SA=3, A=2, D=l, SD=0. I tem s w ith  an as te r isk  are  rev e rse  sco red ,  t h a t  is, 
SA=0, A=l, D=2, SD=3. Sum t h e  scores  f o r t h e  10 i tem s.  The h ig h e r  th e  score ,  th e  
h ig h e r t h e  s e l f - e s te e m .
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Appendix IX
Neff Self-Compassion Scale (Neff, 2003a)
URN: 6201117
setf-com oassion  sca le  
how  I  typ ica lly  a c t tow ards m y se lf in  d ifficu lt tim e s ...
please read each statem ent carefully before answering; using the
scale given below  
indicate, to the right of each item, how often you behave in the
stated manner:
a lm o st ne ver a lm o st a lw ays
1 2  3  4 5
1 I'm  disapproving and judgm ental about m y own flaw s and inadequacies
2 when I'm  feeling down I  tend  to obsess and fixa te  on everything  tha t's wrong
3 when things go badly for me, I see the difficulties as part of life that everyone goes through
4 when I  think about m y inadequacies, i t  tends to m ake me fe e l more separate and cu t o ff from  the re st o f the world
5 I try to be loving towards myself when I'm feeling emotional pain
6 when I  fa il a t som ething im portant to me I  become consum ed by  feelings o f inadequacy
7 when I'm down, I remind myself that there are lots of other people in the world feeling like I am
8 when tim es are really d ifficult, I  tend  to be tough on m yself
9 when something upsets me I try to keep my emotions in balance
10 when I feel inadequate in some way, I try to remind myself that feelings of inadequacy are shared by most people
11 I'm  intolerant and im patient towards those aspects o f m y personality I  don 't like
12 when I'm going through a very hard time, I give myself the caring and tenderness I need
13 when I'm  feeling  down, I  tend  to fe e l like m ost other people are probably happier than la m
14 when something painful happens I try to take a balanced view of the situation
15 I try to see my failings as part of the human condition
16 when I  see  aspects o f m yself th a t I  don't like, I  g e t down on m yself
17 when I fail at something important to me I try to keep things in perspective
18 when I'm  really struggling, I  tend  to fe e l like other people m ust be having an easier tim e o f i t
19 I'm kind to myself when I'm experiencing suffering
20 when som ething upsets me I  g e t carried away w ith m y feelings
21 I  can be a b it cold-hearted towards m yself when I'm  experiencing suffering
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22 when I'm feeling down I try to approach my feelings with curiosity and openness
23 I'm tolerant of my own flaws and inadequacies
24 when som ething painful happens I  tend to blow  the incident out o f proportion
2 5 when I  fa il a t som ething that's im portant to  me, I  tend to  fee l alone in m y failure
26 I try to be understanding and patient towards those aspects of my personality I don't like
self-kindness (5 , 12, 19, 23, 26) = self-judgm ent (1 , 8 ,1 1 ,1 6 , 21 - 
reverse scored) =
common humanity (3 , 7 , 10, 15) = iso lation (4,1 3 ,1 8 , 2 5  - reverse
scored) =
mindfulness (9 , 14, 17, 22) =  over-identified (2 , 6, 20, 24  -
reverse scored) =
a ll sub-scale scores are calculated a s averages to ta l score  —
to calculate the to ta l score Kristin Neff sim ply added the (averaged)
subscale scores;
more recently she advocates scoring the to ta l a s the average o f the
subscale averages
Neff K D. Developm ent & validation o f a scale to  m easure se/f- 
compassion. Self & Identity 2003;2:223-50
URN: 6201117 85
Appendix X
UPPS Impulsive Behaviour Scale (Whiteside & Lynham, 2001)
URN: 6201117
1. I have a reserved and cautious attitude toward life.
2. I have trouble controlling my impulses.
3. I generally seek new and exciting experiences and sensations.
4. I generally like to see things through to the end.
5. My thinking is usually careful and purposeful
6. I have trouble resisting my cravings (for food, cigarettes, etc.).
7. I'll try anything once.
8. I tend to give up easily.
9. I am not one of those people who blurt out things without thinking.
10.1 often get involved in things I later wish I could get out of
11.1 like sports and games in which you have to choose your next move very 
quickly.
12. Unfinished tasks really bother me.
13.1 like to stop and think things over before I do them
14. When I feel bad, I will often do things I later regret in order to make myself feel 
better now.
15.1 would enjoy water skiing.
16. Once I get going on something I hate to stop.
17 .1 don't like to start a project until I know exactly how to proceed.
18. Sometimes when I feel bad, I can’t seem to stop what I am doing even though it 
is making me feel worse.
19.1 quite enjoy taking risks.
2 0 .1 concentrate easily.
2 1 .1 would enjoy parachute jumping.
2 2 .1 finish what I start.
2 3 .1 tend to value and follow a rational, "sensible" approach to things.
24. When I am upset I often act without thinking.
2 5 .1 welcome new and exciting experiences and sensations, even if they are a little 
frightening and unconventional.
2 6 .1 am able to pace myself so as to get things done on time.
2 7 .1 usually make up my mind through careful reasoning.
28. When I feel rejected, I will often say things that I later regret.
2 9 .1 would like to learn to fly an airplane.
3 0 .1 am a person who always gets the job done.
3 1 .1 am a cautious person.
32. It is hard for me to resist acting on my feelings.
3 3 .1 sometimes like doing things that are a bit frightening.
3 4 .1 almost always finish projects that I start.
35. Before I get into a new situation I like to find out what to expect from it.
3 6 .1 often make matters worse because I act without thinking when I am upset.
3 7 .1 would enjoy the sensation of skiing very fast down a high mountain slope.
38. Sometimes there are so many little things to be done that I just ignore them all
3 9 .1 usually think carefully before doing anything.
40. Before making up my mind, I consider all the advantages and disadvantages.
41. In the heat of an argument, I will often say things that I later regret.
4 2 .1 would like to go scuba diving.
4 3 .1 always keep my feelings under control
URN: 6201117 87
4 4 .1 would enjoy fast driving.
45. Sometimes I do impulsive things that I later regret.
Scoring Instructions
This version of the UPPS Impulsive Behavior scale uses a 1 (agree strongly) to 4 
(disagree strongly) response format. Because the items from different scales run in 
different directions, it is important to make sure that the correct items are reverse- 
scored. I prefer to make it so that all of the scales run in the direction that higher 
scores indicate more impulsive behavior. Therefore, I am including the scoring key 
for (lack of) Premeditation, Urgency, Sensation Seeking, and (lack of) Perseverance. 
For each scale, I prefer to calculate the mean of the available items; this puts them on 
the same scale. I usually require that a participant have at least 70% of the items 
before calculating a score for them
flack of) Premeditation (no items are reversed) 
items 1, 5, 9, 13, 17, 23, 27, 31, 35, 39, 40.
Urgency (all items except 1 are reversed)
items 2 (R), 6 (R), 10 (R), 14 (R), 18 (R), 24 (R), 28 (R), 32 (R), 36 (R), 41 (R), 43, 
45 (R)
Sensation Seeking (all items are reversed)
items 3 (R), 7 (R), 11 (R), 15 (R), 19 (R), 21 (R), 25 (R), 29 (R), 33 (R), 37 (R), 42 
(R), 44 (R)
flack ofl Perseverance (two items are reversed) 
items 4, 8 (R), 12, 16, 20, 22, 26, 30, 34, 38 (R)
(R) indicates the item needs to be reverse scored such 1=4, 2=3, 3=2, and 4=1.
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Appendix XI
The Crandall Social Desirability Test for Children-Short Form A (Carifio,
1 9 94)
URN: 6201117
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Appendix XII 
Sexual Risk Survey (Turchik & Garske, 2009)
URN: 6201117
Sexual Risk Survey
Directions: Please read the following statements and record the number that is true for you 
over the past six months/2 weeks for each question on the blank. If you do not know for sure 
how many times a behavior took place, try to estimate the number as close as you can. 
Thinking about the average number of times the behavior happened a week or a month might 
make it easier to estimate an accurate number, especially if the behaviour happened fairly 
regularly. If you've had multiple partners, try to think about how long you were with each 
partner, amount of sexual encounters you had with each and try to get an accurate estimate of 
the total number of each behavior. If the question does not apply to you or you have never 
engaged in the behavior in the question, put a "0" on the blank. Please do not leave items 
blank. Remember that in the following questions "sex" includes oral, anal and vaginal sex 
and that "sexual behavior" includes passionate kissing, making out, fondling, petting, oral-to- 
anal stimulation and hand-to-genital stimulation. Refer to the Glossary for any words you are 
not sure about. Please consider only the last six months/2 weeks when answering and please 
be honest.
In the PAST SIX MONTHS/Z weeks:
1 .  How many partners have you engaged in sexual behavior with but not had sex
with?
2 .  How many times have you left a social event with someone you just met?
3 .  How many times have you "hooked up" and engaged in sexual behaviour with
someone you didn’t know or didn’t know well but did not have sex?
4 .  How many times have you gone out to bars/parties/social events with the
intent of engaging in sexual behavior with someone?
5 .  How many times have you gone out to bars/parties/social events with the
intent of “hooking up” and having sex with someone?
6 .  How many times have you had an unexpected and unanticipated sexual
experience?
7 .  How many times have you had a sexual encounter you engaged in
willingly but later regretted?
For the next set of questions, follow the same direction as before. However, for questions 13- 
37, if you have never had sex (oral, anal or vaginal), please put a "0" on each blank.
In the PAST SIX MONTHS/2 weeks:
8 .  How many partners have you had sex with?
9 .  How many times have you had vaginal intercourse without a latex or
polyurethane condom?
Note: Include times when you have used a lambskin or membrane condom.
10 . _________ How many times have you had vaginal intercourse without protection
against pregnancy?
11 . _________ How many times have you given or received fellatio (oral sex on a man)
without a condom?
12 . _________ How many times have you given or received cunnilingus (oral sex on a
woman) without a dental dam or "adequate protection" (please see definition of dental dam 
for what is considered adequate protection)?
13 . ___________How many times have you had anal sex without a condom?
14 . ___________How many times have you or your partner engaged in anal penetration by a
hand (“fisting”) or other objects without a latex glove or condom followed by unprotected 
anal sex?
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15 . _________ How many times have you given or received analingus (oral stimulation of
the anal region, “rimming”) without a dental dam or “adequate protection”
16 . _________ How many people have you had sex that you know but are not involved in
any sort of relationship with (i.e. “friends with benefits”, “fuck buddies”)?
17 . _________ How many times have you had sex with someone you don't know well or just
met?
18 . _________ How many times have you or your partner used alcohol or drugs before or
during sex?
19 . _________ How many times have you had sex with a new partner before discussing
sexual history, IV drug use, disease status and other current sexual partners?
20 . _________ How many times (that you know of) have you had sex with someone who has
had many sexual partners?
21 . _________ How many partners (that you know of) have you had sex with who had been
sexually active before you were with them but had not been tested for STIs/HIV?
22 . _________ How many partners have you had sex with that you didn't trust?
23 . _________ How many times (that you know of) have you had sex with someone who
was also engaging in sex with others during the same time period?
Glossary
The following is a list of definitions for terms as they are used in the following survey 
(please read before starting—especially the definitions of “sex” and “sexual behavior”). The 
terms in this survey may be used differently than the way you typically use them. If you find 
slang terminology offensive and understand the more formal terms and definitions, you may 
skip the a.k.a terms in parentheses.
Birth Control/Protection against pregnancy: Methods used to prevent pregnancy, such as 
taking birth control pills, Norplant implants, birth control patches, condoms, 
diaphragms, contraceptive sponges, withdraw method, etc. Note: Only latex and 
polyurethane condoms will also effectively protect against STIs
Condom: A male condom is a sheath (usually made of latex) that is placed on the outside of 
the penis and covers the entire shaft of the penis during sexual relations to help protect 
against pregnancy and STIs. A female condom is a soft flexible tube 
(usually made of polyurethane) that is inserted into the vagina before sex to protect against 
pregnancy and STIs.
Note: Only latex & polyurethane condoms offer adequate protection against STIs.
Cunnilingus: Oral sex on a woman, using one’s mouth to stimulate a woman’s genitals 
(a.ka. "eating a woman out", "going down on a woman")
Dental dam (or "adequate protection"): A thin piece of latex that can be placed 
between the mouth and the vagina during oral sex on a woman to help prevent STIs, or 
placed between the mouth and anal region during oral to anal sex (analingus) to prevent STIs 
and bacterial infections. Although purchased dental dams are the most reliable, they can also 
be self-made by cutting a large square from a latex condom (people often use flavored 
condoms for this) or by using a square of plastic wrap as long as there are no holes in the 
material and the covering adequately covers the genital region. These self-made dental dams 
are considered "adequate protection" in this study.
Fellatio: Oral sex on a man, using one’s mouth to stimulate a man’s penis (a.ka. "blow job", 
"giving head")
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Hooking up: Engaged in sexual behavior (such as making out/fondling) or sex with 
someone, usually outside of a relationship
IV drugs: Intravenous drugs that are injected into the body using a needle and a syringe, 
drugs that you can “shoot up” such as heroin.
Oral Sex: Mouth to genital stimulation, using one’s mouth to stimulate or touch the 
genitals of a man or a woman (a.k.a. fellatio, cunnilingus, "blow jobs", "going down on 
someone")
Sex: Includes oral, anal, and vaginal sex.
Sexual behavior: Includes passionate kissing, fondling, petting, oral-to-anal stimulation and 
hand-to genital stimulation (includes "making out", "dry sex/humping", "fingering", 
analingus, "rimming" "handjobs")
Sexual partner: A person with whom you have had sex (oral, anal or vaginal) or 
engaged in sexual behavior with
STI: Stands for a sexually transmitted infection, a disease that can be given to someone 
through oral, genital and/or anal sex. Some STIs may also be gotten through oral to anal 
contact and hand to genital contact. STIs include herpes, trichomonas, 
chlamydia, syphilis, gonorrhea, vaginitis, genital warts, pubic lice, hepatitis B and 
HIV infection which leads to AIDS.
Vaginal sex: Sexual intercourse where a man’s penis penetrates a woman’s vagina, this is the 
only type of sex that can directly result in pregnancy. (Please note that rearentry intercourse, 
such as "doggy-style" sex, is considered vaginal sex as long as 
the penis is penetrating the vagina and not the anal region.)
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Appendix XIII 
Recoded % cut-offs
URN: 6201117
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Appendix XIV
Selected SRS items
URN: 6201117
1. How many times have you had vaginal sex without a condom?
2 . ________  How many times have you had vaginal sex without protection against
pregnancy?
3 . ________  How many times have you given or received a blowjob without a
condom?
4 . ________  How many times have you gone down on a female (given oral sex)
without using a dental dam?
5 . ________  If you are female, how many times has someone gone down on you
(performed oral sex) without using a dental dam?
6 . ________  How many times have you had sex with someone you don't know well
or just met? (you don’t know their sexual history)
7 . ________  How many times have you had sex with a new partner without
knowing their sexual history, whether they have injected illegal drugs, 
about any SUs/STDs they have or whether they are having sex with 
other people?
8 . ________  How many times have you had sex with someone who has had sex
with lots of people? (you do know their sexual history but know that 
it’s not great)
9 . ________  How many people (that you know of) have you had sex with, who had
previously had sex but had not been tested for STIs/HIV?
10 . _______  How many people have you had sex with that you didn't trust? (if you
don’t trust them then you don’t trust their sexual history so it’s a risk)
11 . _______  How many times (that you know of) have you had sex with someone
who was also having sex with others during the same time period?
URN: 6201117 98
Appendix XV
Independent and Dependent Variable Descriptives and Analysis of These by
Gender
URN: 6201117
De
sc
rip
tiv
e 
St
at
ist
ic
sfo
r 
In
de
pe
nd
en
t 
an
d 
De
pe
nd
en
t 
Va
ria
ble
s 
by 
G
en
de
r
CQ
$
Q
t
00 cn
CN Tf- o
00 cn xf
O
CQ
§
I
o
CQ1
O
QQ
O
CQ
O
8
&
&
8
8
CN CN VOxj- oo VO
<d VO in
CN r- CN
VO in
cn cn xh
00 VO ON in O n
o 00 00 i> xf- cn
in r~' in cn cn
8 VO 3
O
o 8 3 88
CN
VO CN O n cn vd 00 1
<N
(N
8
8
a x t
l > O n x f
CN vq
od 00 vo
CN CN
ON cn CN
VO in O n o
CN vd K cn
8
8
a
£
8
8
incn
om
om
8 8
in 00 o ON cn CN
cn Xf xf CN in m
CN CN CN CN CN CN
8
§
m
VO
r-
§
<N
CN
8
8
a
CN
CN
8
8
O n
CN
ON
8
8
mcn
I
!
.2
I
1
o
O
T3(U
=1 I
bû
<uCZD i
CQ
1
§o
cdo
CO
GO
I
I
i
z U
RN
: 6
20
11
17
Ta
ble
 
A
3
M
an
n-
W
hi
tn
ey
 
U 
Te
sts
 
of 
D
iff
er
en
ce
s 
be
tw
ee
n 
In
de
pe
nd
en
t 
Va
ria
bl
es
 
by 
G
en
de
r
CN 00o
CT\
CN
CN
CN m om ino CN
.S1
&
PQ
I
o
o
©
©
©
©
©
©
©
©
©
© ©©
Os cn CN
00 © <d
o © © © ©
© © © O © © ©
xf- © oo CN OO
1 CN CN 1— 1 VO
oo
oo
Os
o
o
o
oo
.SP
CZ)
ooo 1 I ooo ooo 00 ^  Osm o o
N vo vo vo nh vo oo cnin oo CN 00 © VO
cn i— i in cn vd in CN r—H
Î © © © © © © © © ©in in in © in © in in ©od Ti­ od CN CN in ovoo 00 cn oo vo in
en vo Th ov © cn
vo oo in in in in 00 CN
ov Tf CN © cn CN vo CN ov
© CN © cn cn © oo
cn cn cn cn cn cn cn cn
ë
<in
in
i
Im
£
S
. i 1 m
II  Icd ,— ,I<um URN: 62
01
11
7
In
de
pe
nd
en
t 
Sa
mp
les
 
T-
Te
st 
of 
D
iff
er
en
ce
s 
be
tw
ee
n 
Se
lf-
Es
tee
m 
an
d 
Se
lf-
Co
m
pa
ss
io
n 
by 
G
en
de
r
.§
■s
CN
Oo
o\
oo
<d
ooo
oo
m
oo
t"xh
Os
CN
O
CNm
I
%
CZ3
CN
CN
00
o
in
CN
Ooo
Tf
CNm
CN
Tj-
o
CN
in
in
oom
CN
cn
8
UR
N:
 6
20
11
17
Appendix XVI
Normality Tests, Distribution Histograms and P-P Plots for Total RSB Score by 
Gender (based on Turchik & Garske’s original scoring)
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Histogram
Sex= Male
Mean = 1.58
Std. Dev. = 4.108
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Tests of Normality
Sex Kolmogorov-Smirnov3 Shapiro-Wilk
Statistic df Sig. Statistic df Sig.
Female Total_SRSrecoded_activity .305 156 .000 .618 156 .000
Male Total_SRSrecoded activity .377 33 .000 .449 33 .000
a. Lilliefors Significance Correction
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Appendix XVII 
Correlation Matrix for Overall Sample
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Appendix XVIII
Distribution Histogram and P-P Plots for Total RSB Score based 
Dichotomised Scoring by Gender
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Appendix XIX 
Multiple Linear Regression Details
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Figure 1 illustrates the Normal P-P plot and Figure 2 illustrates the scatterplot 
of standardised residuals. Figure 1 shows some deviation from normality and the 
standardised residuals appears to be higher on one side than the other in Figure 2, 
further suggesting violation of the normality assumption. These graphs suggest 
violation to the normality assumption and therefore the multiple regression model is 
weakened (Tabachnick and FiddeU, 2014). The assumption of homoscedasticity also 
appears to be violated as the band enclosing the residuals in the scatterplot is not of 
equal width across the predictor variables. The scatterplot appears to show serious 
heteroscedasticity, as the spread of standard deviations of residuals around predicted 
values appears to be more than three times higher for the widest spread compared to 
the narrowest spread (Fox, 1991). Tabachnick and FiddeU (2014) define outliers as 
standardised residuals which fell either above 3.3 or below -3.3. this scatterplot 
shows one outlier with a standardised residual or 3.35. Given the large sample size 
outliers are not uncommon (Pallant, 2013) and given that there only appears to be 
one, no further action needs to be taken.
Figure 1. Normal P-P Plot o f  Standardised Residuals
Normal P-P Plot of Regression Standardized Residual 
Dependent Variable : Tot_SRS_acc_activity
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Introduction
Background and Theoretical Rationale
Shame is a universally experienced emotion, which has been described when 
“negative behaviour or failure is taken as a reflection of a more global and enduring 
defect of the self’ (Tangney, Wagner, Hill-Barlow, Marschall & Gramzow, 1996, p. 
797). Although the precise definition can vary, one aspect which is universally 
acknowledged is the negative effect that shame can have on an individual’s wellbeing. 
Shame proneness is the “characterological propensity to experience shame” (Van Vliet, 
2010, p. 249) and a shame-prone person may experience feelings of inadequacy and 
worthlessness, which can lead to difficulties in their interaction with others and their 
surrounding environment (Lewis, 1971).
Shame is an emotion that is experienced from early childhood (Tangney et al,
1996) and research has shown that children from as young as 10 years define shame in 
a similar way to adults (Ferguson, Stegge & Damhuis, 1991). Some authors describe 
adolescence as a crucial transitional period, often characterised by increased feelings of 
shame (Fredrickson & Roberts, 1997). This could be understood in the context of the 
developmental changes which occur biologically, physically and emotionally during 
this period. Hormonal changes, bodily development, maturation and increasing 
prominence of peer relationships are all characteristic of the pubertal transition and it is 
understandable that these changes may lead to concerns regarding how one is seen by 
others (Anastasopoulos, 1997).
Body image concerns appear to play an important role in the developmental 
experiences of children and adolescents (Ricciardelli & McCabe, 2001). During this 
time, children will become more conscious and aware of their bodies (Truby & Paxton, 
2002), will develop more interest in their sexual identity and drive (Anastasopoulos,
1997) and will put on weight (Warren, 1983), which could lead to concerns relating to 
their changing body shape (Stice, 2003). It is highly documented that the adolescent 
period is associated with psychological problems, such as disordered eating and 
depression, with some believing that pubertal development and bodily changes are
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important predictors (Lindberg, Hyde & McKinley, 2006). Although research appears 
to comprehensively explore the body-related experiences of adolescents and the effect 
these have on psychological problems, less appears to be known about the role of 
shame in this relationship.
Although limited, some research points towards a link between body-related 
shame and the sexual experiences of young people. Schooler, Ward, Merriweather and 
Caruthers (2005) explored the role of global body shame, which was assessed by body 
comfort and body image self-consciousness, in relation to a variety of sexual outcomes. 
They found that greater levels of body self - consciousness were indicative of lower 
levels of condom use self-eEcacy. Contrastingly, greater body comfort was related to 
higher levels of sexual experience and condom use self-efficacy and lower levels of 
sexual risk-taking. Littleton, Breitkopf and Berenson (2005) reported similar findings in 
their study which explored the relationship of body image (appearance shame and 
appearance investment) on risky sexual behaviours. Although the effect sizes were 
small, the authors reported that body image was a predictor of risky sexual behaviour. 
Specifically, appearance shame was a predictor of inconsistent condom-use over the 
past three months and having multiple sexual partners in the past year. The minimal 
research published in this area predominantly focuses on American undergraduate 
students. Research using a UK school-aged sample of participants would be highly 
beneficial as sexual experiences in young people are currently of particular 
governmental concern in the UK.
Due to concern regarding teenage pregnancy statistics in the UK, the Teenage 
Pregnancy Strategy was launched in 1999. A policy was subsequent^ developed, 
attempting to reduce teenage conception rates throughout the UK over the next 20 years 
(National Children’s Bureau, 2011). Although progress has been made and conception 
rates are the lowest they have been for the past 20 years (Teenage Pregnancy Advisory 
Unit, 2010), the UK still has the highest teenage pregnancy rate in Western Europe 
(Unicef 2007). This provides evidence that more interventions are needed to ensure 
that progress continues to be made. Furthermore, sexually transmitted infections (STIs) 
are more common in young people with statistics suggesting that 16 to 24 years olds
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make up 12% of the general population and account for over half of new STIs 
diagnosed in the UK (NCB, 2011).
In summary, adolescent sexual health statistics remain a concern and, although 
under-researched, there is evidence that body-related shame is linked with risky sexual 
experiences in young people. However, the causality of this relationship has not been 
established due to the correlation design used in much of the research. Although risky 
sexual behaviour may promote body shame or vice versa, the outcome of either 
relationship could be potentially deleterious to young people. Furthermore, there 
appears to be little research exploring the role of shame, sexual experience and self­
esteem levels in the sexual behaviour of young people. Self-esteem has been associated 
with body shame and research suggests that it plays a mediating role in the relationship 
between body shame and negative outcomes (Mercurio & Landry, 2008). It may be 
proposed that self-esteem might play a role in the relationship between body shame and 
risky sexual behaviour.
Additionally, a factor which might moderate the relationship between body 
shame and risky sexual behaviour is self-compassion. Self compassion pertains to the 
idea of being kind and forgiving to oneself accepting mistakes as part of human nature 
rather than a negative reflection on the self (NeflÇ 2003). Recent research suggests that 
high levels of self compassion may help to counter shame and self criticism in 
individuals (Gilbert & Procter, 2006). Therefore, it might be proposed that self 
compassion provides a protective fonction in the relationship between body shame and 
risky sexual behaviour.
Although the literature on shame and sexual experiences in young people seems 
to focus on body-related shame in particular, it is possible that other aspects of shame 
are also important in this relationship.
Research Question
There is a dearth of literature looking at the relationship between shame and the 
sexual experiences of adolescents. This study will aim to address the question: what is
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the relationship between shame and risky sexual behaviour in school-aged adolescents? 
It also asks: do self-esteem and self-compassion play a role in the relationship between 
shame and risky sexual behaviour. For the purposes of this study, risky sexual 
behaviour will be defined as penetrative opposite-sex sexual activity that might lead to 
pregnancy or a STL
Main Hypotheses (See figure 1)
1. Shame will be positively correlated with the frequency of sexual behaviour that 
carries a potential risk
2. Shame will be inversely correlated with sexual experience but positively 
correlated with sexual risk-taking
3. Self-esteem will mediate the relationship between shame and risky sexual 
behaviour
4. Self-compassion will moderate the relationship between shame and risky sexual 
behaviour
If sample size permits, these hypotheses will be tested separately for boys and girls in 
addition to testing in the frill sample.
Figure 1. Proposed moderated mediated model
S e lf-e s te em
Risky sexual 
b eh av io u rSham e
Self-com passion
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Method
Participants
Male and female participants between 16 and 18 years will be recruited from UK 
senior schools. When using a bootstrapping method for mediation analysis, a minimum 
sample size of 162 would be needed to ensure that the study reaches statistical power 
(0.8; Fritz & MacKinnon, 2007). Based on a calculation of a 3 variable multiple 
regression using G*Power, a minimum sample size of 77 would be needed for 
moderation to ensure that the study reaches statistical power (0.8) with a medium effect 
size (Erdfelder, Paul & Buchner, 1996; Paul, Erdfelder, Lang & Buchner, 2007). 
Therefore, a minimum sample size of 162 will be sought. We currently have an existing 
relationship with Sittingboume Community College in Kent who are provisionally 
committed to this study. A study by a current third year trainee successfully recruited 
642 young people from this college last year. The young people completed a battery of 
six measures. There is also the possibility of approaching other schools to ask for 
participation in the study. These may include, but not exclusively, schools in 
Buckinghamshire, White City and Fleet. These schools will be approached once 
approval has been given from the University of Surrey.
Design
As data will be captured at one moment in time the design will be cross- 
sectional It is a survey design, providing quantitative data for statistical analysis.
M e a sure s /Inte rviews/Stimuli/ Appa ratus
A batteiy of measures will be distributed to participants, which will include the 
following:
• Client demographics will be captured using an adapted version of the 
demographics questionnaire used in Turchik and Garske’s (2009) study of 
sexual risk-taking. Some questions obtain basic sexual health information, 
which will be useful for the present study (See Appendix I).
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• The Shame Scale for Adolescents (SSA) (Simonds, John Chester & Taylor in 
preparation) is a 19-item Likert scale to measure shame proneness (Appendix 
IT). The SSA measures the overall propensity to experience shame and consists 
of 3 subscales. Simonds et al report good internal consistency (overall 
Cronbach’s alpha of 0.93). SSA validity is supported by strong positive 
correlations with the Test of Self-Conscious Affect-Adolescents (r=0.54, 
p<0.001; TOSCA-A; Tangney, Wagner, Gavlas & Gramzow, 1991) and the 
‘Negative Affect’ scale of the Positive and Negative Affect Scale for Children 
(i=0.68, pO.OOl; Laurent, Catanzaro & Joiner, 1999). The SSA also has strong 
negative correlation with the Rosenberg Self-Esteem Scale (r=0.56, pO.OOl; 
Rosenberg, 1965).
• Objectified Body Consciousness for Youth (OBC-Y) is a 14-item Likert scale 
for preadolescent and adolescent youth, which measures ‘body surveillance’, 
‘body shame’ and ‘appearance control beliefs’ (Appendix III; Lindberg, Hyde & 
McKinley, 2006). The subscales of ‘body surveillance’ and ‘body shame’ 
reported good internal consistency with Cronbach’s alphas of 0.88 and 0.79 
respectively and will be included in this study. The control subscale reported 
low internal consistency (a=0.56) and will be excluded from this study. Validity 
of the OBC-Y subscales were supported by strong positive correlations with the 
OBC-Classic with ‘body surveillance’ at r=0.82 and ‘body shame’ at r=0.77 
(McKinley & Hyde, 1996).
• The Rosenberg Self-Esteem Scale (SES) is a 10-item Likert scale measuring 
self-esteem (Appendix IV; Rosenberg, 1965). The SES reports good internal 
consistency with various studies reporting Cronbach’s alphas of 0.74, 0.77 
(McCarthy & Hoge, 1982) and 0.89 (Hagborg, 1993). The SES reports good 
validity, correlating highly with other measures of self-esteem (Hagborg, 1993).
• The NEFF Self-Compassion Scale (SCS) is a 26-item questionnaire, consisting 
of six subscales that measure self-compassion (Appendix V; NeflÇ 2003). All six 
subscales were found to be highly inter-correlated and the SCS reports good 
internal consistency with an overall Cronbach’s alpha of 0.92 (Neff; 2003a).
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The SCS also exhibits good test-retest reliability over a three week period 
(i=0.93; Ne% 2003a).
• UPPS Impulsive Behaviour Scale (IBS) is a 45-item questionnaire to measure 
four personality lacets that indicate impulsivity (Appendix VI; Whiteside & 
Lynham, 2001). Due to the number of measures included in the present study, 
only ‘Urgency’ and ‘ Sensation- Seeking’ subscales (totalling 25 items) will be 
included to ensure that the battery remains feasible. All subscales were found to 
be highly inter-correlated (Whiteside & Lynham, 2001) and the IBS reports 
good internal consistency with Cronbach’s alphas of 0.89 and 0.85 for 
‘Urgency’ and ‘Sensation Seeking’ respective^ (Whiteside, Lynham, Miller & 
Reynolds, 2005).
• The Crandall Social Desirability Test for Children (CSDTC) is a 48-item 
questionnaire to measure whether participants are giving socially desirable 
responses (Crandall, Crandall & Katkovsky, 1965). The CSDTC Short Form A 
(CSDTC-A) is a condensed version of the original and consists of 12 items 
(Appendix VQ; Carifio, 1994). It has been found to correlate highly with the 
original scale (i=0.89) and reports good internal consistency with a Cronbach’s 
alpha of 0.73 (Carifio, 1994). The test-retest reliability over a 4 day period was 
found to be 0.87 (Carifio, 1994).
• A measure that may be adaptable for use with a younger sample in the present 
study is the Sexual Risk Survey (SRS) (Appendix Vm for un-adapted version; 
Turchik & Garske, 2009). The SRS was originally developed to measure sexual 
risk-taking amongst college students and consists of a 23-item survey which 
explores sexual behaviours. The SRS consists of five subscales; ‘Sexual Risk 
Taking with Uncommitted Partners’; ‘Risky Sex Acts’; ‘Impulsive Sexual 
Behaviours’; ‘Intent to Engage in Risky Sexual Behaviours’; and ‘Risky Anal 
Sex Acts’. The SRS reports good internal consistency with Cronbach’s alphas 
of 0.88, 0.80, 0.78, 0.89 and 0.61 respective^. The overall Cronbach’s alpha 
when the ‘Risky Anal Sex Acts’ subscale was removed was 0.88. This subscale 
will be removed from the adapted measure for the present study. The test-retest
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reliability of the SRS, excluding the ‘Risky Anal Sex Acts’ subscale was 0.93 
over a 2 week period. Although validated standard measures of risky sexual 
behaviour are limited, evidence of convergent validity was suggested as sexual 
risk-taking positively correlated with a number of items from the demographic 
data (Turchik & Garske, 2009). E.g. lifetime number of sexual behaviour 
partners (r=0.58, p<001) and vaginal sex partners (i=0.65, p<.001).
Procedure
Participants will be recruited from UK senior schools. To ensure that the return 
rate of questionnaire measures is as good as possible the research lead will attend each 
school and administer the questionnaires. This will enable participants to discuss any 
concerns before completing the questionnaires. Furthermore, agreement will be sought 
from the schools to assemble the participants during a PHSE period to avoid using up 
students’ free periods. This will hopefully improve the likelihood and willingness of 
participants to take part in the study. A study using a similar method for data collection 
was conducted by Stone and Ingham (2002). They administered 1025 questionnaires to 
participants aged between 16 and 18 years old under school exam conditions. On 
completion, participants were given an envelope to place their questionnaire in and 
boxes were provided for posting the sealed questionnaires to maintain confidentiality. 
From the original 1025 participants, the authors received 963 usable questionnaires, 
giving a response rate of 94%.
Participants will be provided with an information sheet explaining the 
background to the study and will be asked to participate. They will be provided with a 
consent form to complete, which will inform them that they may withdraw from the 
study at any time. On completion of the questionnaires, participants will be provided 
with a debrief sheet and the research lead will be made available to discuss any 
concerns that may have arisen from their participation in the study. These forms will be 
developed and submitted to the Ethics committee when ethical approval is sought.
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Ethical considerations
Due to the sensitive nature of this project, ethical issues, such as consent, may 
arise. According to BPS guidelines (2010), if the topic fells within the school 
curriculum, parental consent is not necessary whilst the children are at school because 
the institution acts as their legal guardian. A risk assessment must also be conducted; 
identifying that there would be no significant risks to the individual participating in this 
study (BPS 2010). Therefore, the final details of the present study will be presented to 
participating schools and the issue of consent will be explored to ascertain how each 
school would like to proceed. In a previous study involving Sittingboume Community 
College the school used an opt-out system whereby they informed parents, via their 
website and text messages, that the study was due to take place. They asked parents to 
respond if they did not want their child to participate. This may be an alternative 
approach to discuss with participating schools.
Another ethical consideration pertains to diversity as participants from different 
cultures may have differing views on sexuality, sexual behaviour and shame. Recent 
research suggests that individuals who are brought up in an egalitarian environment 
report greater satisfaction with their sexual experiences when compared with those 
from a less egalitarian environment (Laumann et al, 2006). This provides evidence that 
participants may hold differing views on sexuality and would therefore need to be 
considered when obtaining participant consent, developing and administering the 
questionnaire and interpreting the results.
Name of Ethics Committee: University of Surrey
R&D Considerations
N/A
Proposed Data Analysis
Data will be extracted from the battery of measures and entered by hand into 
SPSS. Descriptive statistics will be conducted to provide information pertaining to
URN: 6201117 123
participant demographics. Data will be analysed using correlation to explore 
relationships between variables. Additionally, potential mediating and moderating 
factors will be examined using multiple regression procedures described by Baron and 
Kenny (1986) and Hayes (2009).
Service User/Carer Involvement
Service user involvement has been sought through the MRP proposal 
presentation day. Once the measure for sexual risk-taking is developed, feedback will 
be sought on the structure, phrasing and content of questions from young people in the 
community to ensure that the questions are appropriate for the age group that they 
target.
Feasibility Issues
The participant number needed to reach statistical power is reasonably high so 
to ensure that it is achieved, a number of senior schools have been identified and will be 
approached in the event that the sample size is not reached by one school alone.
It is also anticipated that the reading abilities of participants will differ 
significantly and some individuals may require assistance with questionnaire 
completion. The research lead will attend at each data collection session and provide 
non-leading support in completing the measures.
Dissemination strategy
I plan to submit the results of this project to a peer reviewed journal for 
publication. Furthermore, the results will be disseminated to the schools involved, in 
the hope that this might inform their sexual education programme. The research may 
also be presented at appropriate conferences.
URN: 6201117 124
Study Timeline
MRP course approval: October 2012
Ethics submission: January 2013
Data collection started/completed : April 2013/July 2013
Data analysis started/completed : July 2013/September 2013
Date for completing drafi:-
Introduction and Method: November 2013
Results: December2013
Discussion: January 2014
Complete draft submitted to supervisor: February 2014
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Abstract
The purpose of the present review is to explore the current research surrounding the 
role of body-related shame in the experiences of young people. Adolescence is a 
developmental period coloured by pubertal and bodily changes, increasing interest in 
sexual experiences and a need for social acceptance, all of which may be influenced by 
feelings of shame. The present review systematically explores the current literature 
relating to body shame in young people by examining the key theories in this area. 
Much of the research supports the concept that body shame acts as a mediator in the 
relationship between self-objectification (viewing oneself from an observer’s 
perspective) and negative outcomes, although more research is required to establish 
causal relationships. Cultural pressures and the media are also discussed as powerful 
tools, which reinforce this relationship and help to maintain body-related shame in 
young people. Methodological limitations are also discussed along with suggestions for 
friture developments in the research.
Keywords: shame; body image; appearance; adolescents
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Introduction
Shame is a universally experienced emotion, which is often grouped with other 
self-conscious emotions such as guilt, pride and embarrassment (Tracy & Robins, 
2007). Aristotle (350 BC) originally described shame as a type of fear related to being 
disgraced, which should only appropriate^ be experienced by young people who live 
through their feelings and therefore make mistakes. More recently, Tangney, Wagner, 
Hill-Barlow, Marschall and Gramzow (1996) defined shame as an emotion experienced 
when “negative behaviour or failure is taken as a reflection of a more global and 
enduring defect of the self’ (p. 797). Others describe shame as a negative emotion 
which is brought about when an individual’s self-evaluations do not match with the 
person’s internalised or cultural ideals (Lewis, 1992). Although the precise definition 
can vary, one aspect which is universally acknowledged is the negative effect that 
shame can have on an individual’s wellbeing. Furthermore, research links shame to 
outcomes such as depression, disordered eating, substance dependence and self-esteem 
issues (Fredrickson, Roberts, Noll, Quinn & Twenge, 1998; Tiggemaim & Lynch, 
2001; Mercurio & Landry, 2008; Miner-Rubino, Twenge & Fredrickson, 2002; 
Tiggemann & Slater, 2001) in men and women of all ages.
Shame is an emotion that is experienced from early childhood (Tangney et al, 
1996) and can be present in individuals continuously or at specific points throughout 
the life span (Amstasopoulos, 1997). In feet, research has shown that children from as 
young as 10 years define shame in a similar way to adults (Ferguson, Stegge & 
Damhuis, 1991). Some authors describe adolescence as a crucial transitional period, 
often characterised by increased feelings of shame (American Association of University 
Women Educational Foundation, 2001; Fredrickson & Roberts, 1997). This thinking 
can be understood in the context of the developmental changes which occur 
biologically, physically and emotionally during this period. Hormonal changes, bodily 
development, maturation and increasing prominence of peer relationships are all 
characteristic of the pubertal transition and it is understandable that these changes may 
lead to concerns regarding how one is seen by others and confusion surrounding one’s 
own identity (Amstasopoulos, 1997).
URN: 6201117 132
Body image concerns appear to play an important role in the developmental 
experience of children and adolescents and are highly represented in the research 
literature (Ricciardelli & McCabe, 2001). During this time, children will become more 
conscious and aware of their bodies (Truby & Paxton, 2002), will develop more interest 
in their sexual identity and sexual drive (Amstasopoulos, 1997) and will put on weight 
(Warren, 1983), which could lead to concerns relating to their changing body shape 
(Adams et al 2000; Stice, 2003). The weight gain which most post-pubertal girls 
experience will contrast with the often unattainable cultural standards of beauty 
promoted in Western culture, which appear to value a thin, pre-pubertal body shape 
(Spitzer, Henderson, & Zivian, 1999). It is also highly documented that the adolescent 
period is associated with psychological problems, such as disordered eating and 
depression, with some believing that pubertal development and bodily changes are 
important predictors (Lindberg, Hyde & McKinley, 2006). Although research appears 
to comprehensively explore the body-related experiences of adolescents, less appears to 
be known about the role of shame in this relationship.
The literature surrounding body-related shame focuses predominantly on female 
experiences. Fredrickson and Roberts (1997) introduced ‘objectification theoiy’, which 
is based on the idea that Western culture is characterised as one which sexualises the 
female form from a very early age, as the body develops. Prolonged exposure to sexual 
objectification will lead girls to learn that they are evaluated on the basis of their 
appearance, encouraging them to internalise an observer’s perspective of themselves by 
viewing their bodies as an object for others to appreciate and gain pleasure from. 
Fredrickson and Roberts argue that this self-objectification, can lead to increased levels 
of self consciousness, which is illustrated via habitual self monitoring of their external 
appearance. Internally, the authors suggest that this self-objectification and self 
surveillance lead to a number of negative outcomes, including increased levels of body 
shame and appearance anxiety. The authors suggest that the model of objectification 
outlined can negatively inpact on the mental wellbeing of females, particular^ relating 
to disordered eating, sexual dysfunction and depression. Objectification theory 
(Fredrickson & Roberts, 1997) and Objectified Body Consciousness (McKinley & 
Hyde, 1996) are theories which outline a similar model, resulting in some researchers
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using their work interchangeably (Chôma et al, 2010; Downs, James & Cowan, 2006; 
Grabe, Hyde & Lindberg, 2007; Kozee & Tylka, 2006; Lindberg, Grabe & Hyde, 
2007). These theories appear to form the basis of much of the research in the area of 
body image and body shame. Although theorists hypothesise that the development of 
self-objectification most likely commences during the adolescent stage, most research 
in this area focuses on undergraduates and women. Therefore, there appears to be a 
deficit in the research surrounding self-objectification in the school aged adolescent 
period.
Another theory which links body image concerns with shame is self­
discrepancy theory (Higgins, 1987). This theory posits that when an individual does not 
live up to personal or cultural ideals of what constitutes an acceptable body image, then 
negative emotions and self-evaluations, including shame and body dissatisfaction may 
occur (Cash & Green, 1986; Higgins, 1987). Furthermore, recent research has found 
that personal ideals are ofien influenced by what society deems acceptable in Western 
cultures (Bessenoff & Snow, 2006). Research has also shown that adolescents engage 
in more negative self-evaluation, a fundamental component of self-discrepancy theoiy, 
therefore suggesting that they may be more prone to experiencing shame (Reimer,
1996) in relation to their body.
Overall, current research in the area of body-related shame appears to point 
towards adolescence as an extremely important period. However, much of the early
research focuses on the experiences of undergraduates and adults. Therefore this
literature review will aim to evaluate the research in the area of adolescents and
synthesise this to gain an understanding of the experiences of body-related shame in 
young people. Furthermore, this review aims to highlight what areas of research remain 
under-studied and will conclude by suggesting some future directions for research.
Method
Papers were found by entering the relevant search terms into the following 
databases which were chosen through the EBSCOhost interface; CINAHL with full 
text; PsycARHCLES; Psychology and Behavioral Sciences Collection; PsycINFO; and 
MEDLINE. These databases were searched no later than Monday 12th March 2012. The
URN: 6201117 134
search terms used were either ‘body image’ OR ‘appearance’ along with the 
consistent^ used terms ‘shame’ AND ‘adolesc* OR youn* OR teen* OR juven* OR 
youth* OR child* OR school age’. For all search terms the ‘ALL TEXT’ field was 
selected to ensure that the search was rigorous and thorough. Search results were 
further refined by selecting ‘Peer Review’ and ‘Peer Reviewed Journals’ categories, 
ensuring that peer reviewed articles made up the final search. At first, article titles were 
scanned and filtered with the abstracts of the remaining papers read to aid further 
filtering. The following inclusion criteria were adhered to:
1. Papers were primarily included if the initial title and subsequent abstract related 
in any way to body image concerns, shame or appearance. As these are 
fundamental components of Fredrickson and Roberts’ Objectification Theory 
(1997), titles using variations of this term (including body objectification, self­
objectification, objectified body consciousness, sexual objectification) were 
included initially and then the abstracts were read to decipher specific relevance 
to the topic of body-related shame.
2. The papers were published in the English language on or before Monday 12th 
March 2012
3. As the majority of papers used participants of undergraduate university age, 
papers included in this search involved participants who would M  into the 
young person category (<25 years). Therefore, articles were included if the age 
range of participants was equal to or below 25 years. Furthermore, if the greatest 
age within the range exceeded 25 years but the mean age was noted as 25 years 
or younger then these articles were eligible for inclusion. The 25 year threshold 
was selected as there is no clear definition of what ages fell within the remit of 
adolescence.
4. For longitudinal studies, the age at first data collection was used to determine 
whether the paper was eligible for inclusion.
Papers were excluded if; they were not accessible in the English language; there 
was no clear link between shame and body image or appearance; there was no mention
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of the mean age of participants and the greatest age in the age range exceeded 25 years; 
only the median age was recorded. The initial search using the above terms 
cumulatively resulted in 123 hits. These titles were scanned and filtered, as mentioned 
above, removing any duplicates and this resulted in a total of 70 papers with potential 
relevance to the research topic. The abstracts of these 70 papers were subsequent^ read 
and 28 papers were found to meet the inclusion criteria for reviewing.
Results
3.1. The relationship between body-related shame and mental health
A number of studies have explored the role of body shame in the relationship 
between self-objectification and negative mental health outcomes. Overall, six studies 
were found to explore this link, focusing on outcomes of; depression (Grabe et al, 
2007); disordered eating (Noll & Fredrickson, 1998; Slater & Tiggemann 2002; 2010); 
and a combination of these and other outcomes (Kahumoku et al, 2011; Tiggemann & 
Kuring, 2004). A further study more specifically explored the role of body shame in the 
relationship between childhood abuse and disordered eating symptoms (Andrews,
1997).
In this study, Andrews (1997) reported that childhood abuse was significantly 
associated with bulimia in women When body shame was controlled for, the 
relationship reduced to non-significance, leading the author to conclude that body 
shame was playing a mediating role in this relationship. However, the results must be 
interpreted with caution due to the correlational design of the study, which evades the 
establishment of causal links. Furthermore, the preliminary sample size (N = 69) was 
further reduced, once participants were assessed, to nine who met the diagnostic criteria 
for bulimia nervosa. This sample size could result in sample biases, leading to 
difficulties in generalising these findings to other individuals with similar experiences, 
so further studies would be needed to replicate the data. Also, the use of self-report 
measures may have resulted in response biases due to exploration of the difficult topics, 
such as abuse and body shape, therefore the findings should be interpreted cautiously.
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It appears that there are commonalities across the studies that look at the effect 
of body shame in the relationship between self-objectification and eating disorder 
symptomatology. Furthermore, objectification in the literature is compiled of a number 
of elements with researchers ofien looking at the inter-relatedness between some of 
these components. Noll and Fredrickson (1998) and Slater and Tiggemann (2002) 
investigated the relationship between components of self-objectification and disordered 
eating outcomes. Although they both found that body shame partially mediated this 
relationship, each study reported a slightly different structural pathway to this model 
Noll and Fredrickson reported a direct link between self-objectification and disordered 
eating, something which Slater and Tiggemann did not. Furthermore, Slater and 
Tiggemann introduced the component of self-surveillance to the pathway, supporting 
Fredrickson and Roberts’ original theory by suggesting that self-objectification is 
significantly linked to self-surveillance and body shame simultaneously. Self­
surveillance is also significantly linked to body shame, which they go on to suggest is 
linked with disordered eating. A possible explanation for the variation in these results 
could be that the sample ages differ largely between the studies. Noll and Fredrickson 
replicated their findings with two samples of undergraduate girls with mean ages of 
18.8 and 18.3 years. Contrastingly, Slater and Tiggemann’s study consisted of two 
samples of adolescent girls, with mean ages of 14.5 years and 14.1 years. In a more 
recent study, Slater and Tiggemann (2010) explored the relationship between self­
surveillance, body shame, appearance anxiety and disordered eating in a sample of 
Australian adolescents. They proposed a mediational model whereby self-surveillance 
was linked to body shame and appearance anxiety and these in turn were linked to 
disordered eating. They reported that the data showed an acceptable to good fit for girls 
and a good fit for boys in relation to this pathway, which the authors conclude provides 
further support for Slater and Tiggemann (2002) findings that self-surveillance leads to 
body shame, which acts as a partial mediator between self-objectification and 
disordered eating. Although Slater and Tiggemann (2010) feel able to conclude that 
their findings support these previous findings, they were measuring self-surveillance, 
whereas Slater and Tiggemann (2002) were measuring self-objectification and self­
surveillance. Therefore the ability to conpare findings across the studies might be
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questionable. Tiggemann and Kuring (2004) provided further evidence supporting this 
link by reporting that body shame and appearance anxiety were linked to disordered 
eating and therefore together fully mediated the relationship between self­
objectification and disordered eating. These results contradict those of Slater and 
Tiggemann (2002) who found a significant link between self-objectification and 
appearance anxiety but no onward significance between appearance anxiety and 
disordered eating.
Tiggemann and Kuring (2004) extended their study to look at depressed mood. 
In a sample of undergraduate men and women (mean age = 22.11) they found that body 
shame, appearance anxiety, self-objectification and self-surveillance moderately 
positively correlated with depressed mood in young women. Furthermore, body shame 
and appearance anxiety were also found to fully mediate the relationship between self­
objectification, self-surveillance and depressed mood in the same group. In men, body 
shame was not correlated with depressed mood whereas appearance anxiety was 
moderately correlated. This contradicts other research relating to the role of body 
shame in boys. Grabe, Hyde and Lindberg (2007) explored the mediating role of body 
shame and rumination in the relationship between self-objectification (represented as 
self-surveillance) and depression among a community sample of adolescents (mean age 
= 11.24). Although their findings for the girls replicated those of Tiggemann and 
Kuring as body shame, and additionally rumination, were found to partially mediate the 
relationship between self-surveillance and depression, the conclusions for the boys’ 
sample differed. They found that self-surveillance was significantly linked to body 
shame, which in turn was significantly linked to depression, thus suggesting that body 
shame is a partial mediator in boys’ as-well However, the age differences between 
study samples could explain the differing conclusions relating to the role of body shame 
in the depression pathway. Due to the age differences between studies, different 
psychometric measures have been used to collect information regarding self­
surveillance and body shame. Tiggemann and Kuring used the Objectified Body 
Consciousness Scale (OBCS; McKinley and Hyde, 1996) which was originally 
developed for use with women whereas Grabe et al used the Objectified Body 
Consciousness Scale for Youth (OBC-Y; Lindberg, Hyde and McKinley, 2006), an
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adaptation of the original OBCS. Although the OBC-Y has been developed for use with 
adolescents of both genders, fundamental^ it stems from the OBCS, a measure 
originally aimed for use with females. Reliability of the OBCS for men has been tested 
with internal consistencies for the three subscales appearing to be similar to those of 
women. However, the factor structure of the measure is different between men and 
women, meaning further replication is required in the psychometric measure for men. 
Conclusions drawn due to findings from these measures must therefore be considered 
with caution as male experiences may not have been adequately captured in either 
study.
Kahumoku et al (2011) aimed to explore the similarities and differences 
between body shame, body surveillance and appearance control beliefs and their 
relationships with depressive symptoms, somatic complaints and suicidal ideation in 
large samples of female adolescents from differing cultures, with one group from 
Switzerland and the other from Georgia. They merged these three components to assess 
overall OBC and found that OBC was a statistically significant predictor of mental 
health outcomes, suggesting that body shame is one of three factors linked to 
depressive symptoms, somatic complaints and suicidal ideation. The authors continued 
to report that no significant differences were found in these relationships across the two 
samples, leading them to support the concept of a global OBC construct, which 
negatively affects the mental wellbeing of adolescent girls, irrespective of their cultural 
upbringing. Interesting^ they do not discount OBC as a cultural phenomenon too due 
to their findings that the Swiss sample reported significantly higher levels of all three 
OBC components along with higher levels of reported somatic complaints and suicidal 
ideation in comparison with the Georgian sample. This provides evidence as to the 
importance of culturally heterogeneous samples when evaluating other studies.
Although some commonalities and differences have been reported, 
methodologically there are a number of common weaknesses observed across the 
studies. Firstly, all studies mentioned are correlational in design, therefore limiting the 
ability to make causal links between the variables discussed. Secondly, as previously 
mentioned, the variables and measures used in these studies vary, with some studies 
looking at self-objectification alone, some looking at self-objectification via body
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surveillance and some looking at OBC as one construct. Although similar conclusions 
are drawn, it is unclear whether the authors are in feet measuring the same variable. 
Similarly, body shame, a fundamental component of the research is measured using 
differing psychometric tests as some studies utilised the body shame subscale of the 
OBCS (McKinley and Hyde, 1996) (Slater & Tiggemann, 2002; 2010; Tiggemann & 
Kuring, 2004), some used the OBC-Y and another devised an indirect measure of body 
shame, focusing on the intensity and frequency in which participants’ wish to alter parts 
of their body (Noll & Fredrickson, 1998). This therefore creates questions as to whether 
the same construct is being measured across studies and whether studies can be 
compared. Homogenous samples pose a third fundamental weakness across the 
research as all studies stating demographics report a predominant percentage of White 
Caucasian, educated participants from a medium to high socioeconomic background 
(Noll & Fredrickson, 1998; Slater & Tiggemann, 2002; 2010). This homogeneity 
therefore highlights the difficulty in generalising the findings to individuals from other 
ethnic, social and educational backgrounds.
3.2. The relationship between body-related shame and wellbeing
Another area of research exploring the relationship between body shame and 
psychological outcomes in young people and four studies were identified. Some look at 
the relationship between body shame and self-esteem (Chôma et al, 2010) whilst others 
look at a variety of wellbeing outcomes (Downs et al, 2006; Mercurio & Landry, 2008; 
Quinn, Kallen & Cathey, 2006). The literature suggests that body shame acts as a 
mediator in the relationship between self-surveillance and self-esteem (Chôma et al, 
2010; Mercurio & Landry, 2008) and the studies appear to be comparable due to the 
use of identical instruments across the studies. In addition to this pathway, Mercurio 
and Landry also found that there was a significant pathway between body shame, self­
esteem and life satisfaction. This led them to suggest that although body shame 
mediates the relationship between self-surveillance and self-esteem, self-esteem also 
has a mediating effect on the relationship between body shame and life satisfaction. 
This therefore provides evidence of the multi-fectorial role that body shame can play in 
young women’s functioning and wellbeing concerns. However, the correlational design
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of both studies means that causal relationships cannot be established, so longitudinal or 
experimental studies would be needed to explore relationship directions.
Downs, James and Cowan (2006) explored the differences in self-surveillance, 
body shame, self-esteem and relationship satisfaction between a group of undergraduate 
females (N = 43) and a group of exotic dancers (N = 40). They predicted that the exotic 
dancers would experience higher body shame and self-surveillance and lower self­
esteem levels than the undergraduate sample due to the emphasis that their job places 
on sexual objectification. Although the exotic dancers reported significantly higher self­
surveillance scores than college women, interestingly no significant differences were 
found between levels of self-esteem and body shame across the samples. Furthermore, 
inter-correlations showed that in college women, measures of self-surveillance and 
body shame were not linked to self-esteem levels. These findings appear to contradict 
previous research linking self-surveillance, body shame and self-esteem levels. 
However, it must be highlighted that although the measures used were identical to those 
of the previously mentioned studies, the small sample size used meant that statistical 
power was only reached in the dancers’ group, suggesting that these findings should be 
interpreted with caution and replication with larger samples would be beneficial
Evidence has also been published linking body shame to the relationship 
between self-objectification and lingering body-related thoughts. Quinn et al (2006) 
developed a 2 (objectifying vs. non-objectifying) x 2 (gender), between-subjects 
factorial design study. Participants were randomfy assigned to a condition and were 
asked to try on, in private, either a one-piece swimsuit (objectifying condition) or a V- 
neck sweater (non-objectifying condition). Women in the self-objectifying condition 
reported more body-related thoughts and feelings of shame, after redressing into their 
own clothes, in comparison with the women in the non-objectifying condition and both 
samples of men. Overall, the study found that shame mediated the relationship between 
self-objectification and recurrence of body-related thoughts. However, the body-related 
thoughts were tested roughfy 10 minutes after the participants had tried on the 
objectifying swimsuit. Therefore, when discussing these findings the validity of the 
methodology must be queried due to the short time lapse between participation in the 
experiment and recording of body-related thoughts. A potential strength to the design is
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the use of qualitative measures for data collection compared with previous studies, 
which rely on questionnaire based design. In feet, the inter-rater reliability of this study 
was reported as 0.83 and 0.91 on two of the measures used, implying that participants’ 
responses were consistently coded.
3.3. The relationship between body-related shame and gender
Gender differences in the body-related shame of young people have also been 
researched (Knauss, Paxton & Alsaker, 2008; McKinley, 1998). Fredrickson and 
Roberts’ original theory of objectification (1997) is specifically linked to the 
experiences of women and girls, however, papers were highlighted which aim to 
establish applicability of this theory to men.
Knauss et al (2008) explored gender differences in relation to variables 
including self-surveillance, body shame and weight dissatisfaction and their effect on 
overall body dissatisfaction. They found that girls reported higher levels of body shame 
and surveillance in comparison with their male counterparts, a finding replicated in 
other research (McKinley, 1998; 2006). Strong positive correlations between body 
shame and body dissatisfaction were reported in both genders and afier controlling for 
shame, self-surveillance and weight dissatisfaction, gender continued to be a significant 
predictor of body dissatisfaction. Therefore, the authors suggest that other variables, 
such as gender differences in self-esteem levels, may also be impacting on the 
relationship described. This finding contrasts those of McKinley (1998) who found that 
when components of OBC (including self-surveillance and body shame) were 
controlled for, gender differences between body esteem were no longer significant, thus 
suggesting that OBC components fully mediate the relationship between gender and 
body dissatisfaction. When focusing on the methodologies of these studies, Knauss et 
aL large sample size (N = 1610) and range of socioeconomic representatives amongst 
participants provides support for robustness of the findings. Perhaps the difference in 
findings could be explained by the age differences and developmental stages of the 
participants involved in each study. On the one hand, McKinley used a sample of 
undergraduate men and women with mean ages of 19.2 years and 18.79 years 
respectively. In contrast, Knauss et al used a sample of school children with a total
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mean age of 14.9 years. Therefore this could suggest that body related shame and other 
aspects of body consciousness may appear to interact differently at different ages and 
developmental stages, possibly due to later pubertal onset which is characteristic of 
boys (Rogol, Roemmich & Clark, 2002).
3.4. Factors influencing the development and maintenance of body-related shame
3.4.1. Body-related shame and victimisation experiences
Victimisation and its relationship with body-related shame is a topic which has 
also gained some interest. Lunde and Trisen (2011) conducted a mixed-gender 
longitudinal study which measured peer victimisation at age 10 and then followed the 
same sample up at age 18 to measure body shame and self-surveillance outcomes. The 
authors reported that being the target of early peer victimisation at age 10 was related to 
greater self-surveillance and body shame at 18 but these relationships only accounted 
for 17% of the variance. Also, the victimisation experiences of girls in this study were 
more strongly associated with experiencing body shame at 18 compared with boys. In 
contrast, Markham, Thompson and Bowling (2005) found that weight-related teasing 
did not predict vulnerability to body-image shame. The conflicting findings could 
possibly be explained by the differing ages and measures used for victimisation. Lunde 
and Frisen’s research was a longitudinal study collecting data from adolescents at two 
different stages. To measure victimisation they used the Victim Scale (Rigby, 1999), 
which has reported adequate reliability and measures entities such as physical violence, 
threats, teasing and name-calling. Markham et al used a sample of undergraduate 
students between the ages of 18 and 25 years. Their measure focused solely on teasing 
history, using the Physical Appearance-Related Teasing Scale (Thompson, Fabian, 
Moulton, Dunn & Altabe, 1991) with good internal consistency and test-retest 
reliability. Therefore, Lunde and Frisen’s measure explores a number of different types 
of victimisation compared with Markham and colleagues who measure one component. 
It may be that physical violence, which is only measured by Lunde and Frisen, may be 
the factor which is strongly related to body shame but this could not be identified when 
measuring a number of components at once. Lunde and Frisen’s study could also be
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stronger due to the feet that Markham et al.’s measure assessed teasing history and may 
have consequently suffered from retrospective recall bias.
3.4.2. Developmental course of shame and body image concerns
Three papers were identified which investigate how body-related concerns, 
including shame, might develop across the life span (Lindberg, Grabe and Hyde, 2007; 
McKinley, 1999; 2006). McKinley (1999) investigated age differences in self­
surveillance, body shame and appearance concerns (components of OBC) and body 
esteem by distributing questionnaires to undergraduate students and their mothers. They 
found that body shame and self-surveillance were lower in the older women compared 
with the sample of daughters. Interesting^, however, body esteem in the older sample 
of women did not differ significantly from the younger sample, even though levels of 
body shame and self-surveillance were reduced in the latter group. Also, the older 
sample reported being less satisfied with their weight and had higher Body Mass 
Indexes (BMIs) on average. From these findings, the author concluded that older 
women objectify their bodies less than younger girls, thus explaining why in light of 
their increased body dissatisfaction, body esteem was no different between samples. 
These findings could also suggest that older women are more resistant to cultural 
pressures regarding what constitutes an ideal body image, in comparison with younger 
girls. Most of these findings were replicated in a longitudinal study published by 
McKinley (2006) who found that self-surveillance and body shame decreased over time 
across a mixed-gender sample. Contrastingly, they found that body esteem inproved 
over time even though BMI tended to increase. The subtle differences in these findings 
may be caused by the differences in methodological designs used. McKinley’s original 
study (1999) is a cross-sectional design, which did not take into account the physical 
similarities that might be expected between a mother and daughter. Therefore the use of 
a longitudinal design in McKinley’s (2006) study appears to be a more robust approach 
when investigating the developmental course of body-image concerns, therefore adding 
weight to the findings.
Another life stage, which is important in young people, is puberty and the 
accompanying bodily changes which are experienced. Lindberg et aL (2007) examined
URN: 6201117 144
the inter-relatedness of OBC components to explore the link between OBC and sexual 
objectification, due to pubertal changes and subsequent peer sexual harassment. They 
found that BMI and self-surveillance partially mediated the relationship between 
pubertal development and body shame in girls and there was also a marginal mediating 
effect of peer sexual harassment on the relationship between pubertal development and 
self-surveillance. From this, the authors were able to provide support for the theory that 
girls’ pubertal development positively predicts peer sexual harassment, BMI and self­
surveillance. Peer sexual harassment was then found to indirectly predict body shame 
via self-surveillance. In boys, pubertal development was not significantly linked to any 
of the outcome variables described for girls. These results must be interpreted in the 
context of preliminaiy analyses showing that girls were further along in terms of 
pubertal development in comparison with the boys. Therefore, the gender differences 
may be due to the fact that girls often experience puberty earlier than boys, suggesting 
that the OBC model may be more prominent in girls from an early age. Therefore, a 
follow-up study is needed to investigate whether pubertal development in boys may 
link to OBC at a later age, once their bodily changes have taken place. Alternatively, 
perhaps the results suggest that boys do not experience as much peer sexual harassment 
as girls do, thus explaining why pubertal development is not a significant predictor of 
harassment for them in this study. However, the correlational and cross-sectional design 
of the study means that causal links cannot be established, so hypotheses surrounding 
the development and consequences of OBC in adolescents require further testing, 
perhaps using longitudinal or experimental research methods.
3.4.3. Body-related shame, media and cultural expectations
It is understandable to think that strong cultural pressures relating to the ‘perfect 
body’ may have a negative impact on an individual’s sense of self Indeed, this is 
mirrored in the substantial number of articles which discuss internalisation of cultural 
and media ideals (Aubrey, 2010; Bessenoff & Snow, 2006; Greenwood, 2009; 
Markham et al, 2005; Monro & Huon, 2005; Moradi, Dirks & Matteson, 2005; Parson 
& Betz, 2001).
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Bessenoff and Snow (2006) explored the influence of cultural ideals on one’s 
self-evaluation. In particular they examined whether body shame was influenced by a 
felt sense of failure experienced when comparing one’s own body with cultural norms 
or personal ideals. Perceptions of thinner personal ideals and cultural standards in 
relation to the body were related to higher levels of self-reported body shame. Self­
discrepancies between actual and personal body ideals and actual and society ought 
ideals were found to significantly relate to body shame. Furthermore, self-discrepancy 
between actual and personal body ideals was found to mediate the relationship between 
self-discrepancy of actual and society ought ideals and body shame. These findings 
suggest that when women conpare their body to cultural expectations and M  short, 
this influences their personal ideals in relation to their body. Therefore when their 
actual body image and shape does not match with their personal ideals (which have 
been influenced by cultural pressures), body shame will increase. These outcomes 
provide valuable insight into the negative inpact of cultural ideals, which inform and 
influence individuals’ opinions of what constitutes an attractive body image and shape.
Variations in these findings were replicated in a number of other studies, 
examining cultural and media inpact on body-related shame in young women. 
Markham et aL (2005) found that internalisation of a culturally generated thin ideal was 
indirectly linked to body-image shame via appearance comparison. Therefore, the 
authors suggest that young women accept a culturally prescribed concept of what 
makes an attractive body. This results in an increase in appearance comparison between 
the self and this cultural ideal and as the ideal is almost inpossible to achieve, a sense 
of Mure will lead to greater body shame. Interestingly, despite the similarities between 
the findings, Bessenoff and Snow and Markham et aL used different measures, both of 
which reported good internal consistency, which could indicate further robustness of 
the findings and effects reported.
Monro and Huon (2005) provided further evidence to the theory that 
internalisation of a culturally created thin ideal affects body-related shame whilst 
highlighting the powerful impact of the media on this relationship. They found that 
body shame and appearance anxiety were greater when participants were exposed to 
advertisements which contained idealised bodies, both when the product was body and
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non-body related. Methodologically, they used visual analogue scales which are non­
discrete in nature, in comparison to measures used in previous studies and may 
therefore aid participants in answering more specifically. These findings were 
replicated by Aubrey (2010) who found that participants subjected to magazine articles 
focusing on appearance reported significantly higher body shame and appearance- 
related motivation to exercise compared with those subjected to health related articles. 
Parsons and Betz (2001) reported that participants who described more participation in 
sports related activities also reported significantly greater levels of body shame. The 
authors explain that the reported relationship indicates greater internalisation of cultural 
standards of beauty, perhaps because those with greater body shame participate in more 
sport than those with lesser body shame. Although these studies demonstrate consistent 
findings and may provide finther detail surrounding the complexity of the issue of 
internalisation of body ideals, the evidence is limited and requires replication in more 
broadly constituted samples of women. The powerful effect of the media is further 
highlighted by Greenwood (2009) who explored the inpact of TV characters on 
women’s body concerns. Greenwood found that wishful identification with a female 
TV character was significantly linked to greater body shame and self-surveillance in 
women after controlling for self-esteem and BMI. However, the experimental design 
does not take into account whether any pre-existing body concerns may have led 
participants to become more interested and involved in television programmes from the 
outset.
Although there appear to be congment findings across the research, all of the 
studies report correlational and cross-sectional designs, therefore hindering the ability 
to determine causal links between variables. So, for example, in Parsons and Betz’s 
study, it is not clear whether body shame is increased due to increased particpation in 
sport or whether increased exercise occurs due to greater body shame. Also, throughout 
the studies, the use of self-report questionnaires could be another potential limitation. 
Response biases may be occurring due to the nature of the research topic, as cultural 
pressures relating to the ‘thin ideal’ may be influencing how women answer. Also, self- 
report measures may be influenced by mood and memory biases at the time of 
questionnaire completion (Blaney, 1986; Brown & Harris, 1978). Importantly, five of
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the seven samples consisted of American students, which may result in further sample 
biases as the American media may portray issues relating to the ‘thin ideal’ in a 
different way to other countries, so caution must be taken when generalising the results 
across cultures.
Moradi et aL (2005) extended the research on internalisation by exploring the 
relationships between body shame, self-surveillance and sexual objectification.
Through correlational analyses, they found that both internalisation of beauty standards 
and self-surveillance simultaneously mediated the relationship between sexual 
objectification and body shame. Although causal directions cannot be established due 
to the correlational design, the proposed link between sexual objectification and body 
shame provides support to Fredrickson and Roberts’ objectification theory by 
suggesting that sexual objectification indirectly relates to body shame. Sexual
objectification as a component of objectification theory appears to be somewhat under­
explored in the literature in comparison with other aspects that have been related to 
shame and body image concerns.
3.5. The relationship between body-related shame and sexual experience
Four studies were identified which discuss aspects of sexual experience and 
how they are linked with body shame in young people. Schooler, Ward, Merriweather 
and Caruthers (2005) explored the role of global body shame, which was assessed by
body comfort and body image self- consciousness, in relation to menstrual attitudes and
a variety of sexual outcomes. They found that greater levels of body self-consciousness 
were indicative of lower levels of sexual experience, sexual assertiveness and condom 
use self-efficacy. Contrastingly, greater body comfort was related to higher levels of 
sexual assertiveness, sexual experience and condom use self-efficacy and lower levels 
of sexual risk taking. Body shame was found to folly mediate the relationship between 
negative menstrual attitudes and sexual assertiveness. It follows that sexual 
assertiveness was found to partially mediate the relationship between body shame and 
sexual risk-taking and overall sexual experience. Littleton, Breitkopf & Berenson 
(2005) reported similar findings in their study which explored the relationship of body 
image (appearance shame and appearance investment) on risky sexual behaviours.
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Although the effect sizes were small, the authors reported that body image was a 
predictor of risky sexual behaviour. Specifically, appearance shame was a predictor of 
inconsistent condom-use over the past 3 months and having multiple sexual partners in 
the past year. The authors did not carry out any path analyses with the results to test 
best fit against any theories and due to the correlational design of the study, the authors 
were unable to predict any causal directions from these findings. Analysis found that 
the risky sexual behaviours identified were reasonably common across the sample, 
suggesting a potential sample bias as participants were recruited from a family planning 
clinic and consideration was not given for participants’ reasons for attending the clinic. 
Also, the interpretation of sexual experiences and risk taking could be construed 
different^ depending on participant demographics e.g. age, marital status, ethnicity, 
religion. Therefore, although the results provide evidence of a link between body image 
concerns and risky sexual behaviour, further studies are necessary to enable this 
relationship to be elaborated.
In a more recent study Steer and Tiggemann (2008) found that body shame 
positively correlated with self-consciousness during sexual activity and negatively 
correlated with general sexual functioning. Furthermore, self - consciousness during 
sexual activity fully mediated relationships between body shame and general sexual 
fimctioning. Pathway analyses found that self-objectification predicted self­
surveillance, which led to greater body shame, which in turn led to self - consciousness 
during sexual activity and lower general sexual fimctioning. This study therefore, 
provides an interesting rationale in relation to the findings reported by Schooler et aL 
and Littleton et aL. It appears that body shame has a significant inpact on the sexual 
experiences of young people, but currently this appears to be an under-researched area.
When interpreting the results from these studies, caution must be taken due to 
the use of self-report measures for data collection Sexual experiences are a personal 
matter, rife with cultural expectations and therefore responses may be biased due to 
these socio-cultural pressures. In Steer and Tiggemann’s study, just over one half of 
participants were able to answer current sexual activity questions, suggesting that some 
particpants may have felt uncomfortable answering personal questions or the questions 
may have been asked in an unclear or insensitive way. Furthermore, of the studies
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which reported sexual orientation within client demographics (Schooler et al, 2005; 
Steer & Tiggemann, 2008) a high percentage were heterosexual Due to the sexual 
nature of the topic being researched, caution must be taken in generalising these results 
as research has shown that relationships between variables including body shame, 
sexual objectification and self-surveillance are more complex in women who identify as 
lesbian (Kozee & Tylka, 2006), thus further research is needed to explore these 
differences in more detail
Discussion
To date, research aims to provide support for a number of theories, which 
describe the relationship between body-related shame and negative psychological 
outcomes piimarify in young women but also in men Whilst much of the early 
research centres around the link between body shame and disordered eating
(Fredrickson & Roberts, 1997; Noll & Fredrickson, 1998), other studies have extended 
research to look at connections between other negative outcomes including depression, 
sexual dysfunction and self-esteem issues (Chôma et al, 2010; Grabe et al, 2007; Steer 
& Tiggemann, 2008; Tiggemann & Kuring, 2004).
A widely accepted theory across much of the current literature pertains to 
objectified body consciousness (McKinley & Hyde, 1996) or objectification theory 
(Fredrickson & Roberts, 1997), which are used interchangeably in much of the 
literature. There is now substantial support for the relational model that self­
objectification and self-surveillance can lead to greater body-related shame, which then
leads to negative mental health and wellbeing outcomes. Furthermore, most research
points to body shame acting as a mediator in the relationship between self­
objectification and negative outcomes. However, most of the studies have used 
correlational designs and therefore although pathways have been found to significantly 
fit with the objectification theory model, the lack of experimental and longitudinal 
studies means that causal relationships have not been established. Furthermore, 
although the majority of studies report similar findings, differences in the variables that 
are measured suggest that not all of the studies are measuring the same constructs, 
perhaps hindering the ability to conpare findings. Therefore, it may be beneficial to
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conduct longitudinal studies, which use a universal measure of body shame and self- 
objectification, to ensure that the reported results can be compared effectively and 
causal relationships established. Of the studies which have focused on the 
developmental course of body shame and self-objectification, it appears that these 
constructs are greater in younger samples of participants, suggesting that as individuals 
mature, they focus less on their appearance and therefore experience a reduction in 
body shame levels. This fits with other research, which highlights the importance of the 
pubertal period, the subsequent bodily changes which occur (Rogol et al, 2002) and the 
body-related shame experienced by adolescents (Lindberg et al, 2007). As it stands, 
however, no literature has longitudinally explored this link, so it remains a logical 
explanation with no concrete evidence to support it.
Although, comprehensively the literature appears to support objectification 
theory in girls, the same cannot be said for boys and contradictions in the literature 
allow continued debate surrounding this topic. The controversy surrounding the role of 
body-related shame in boys has highlighted the need for further research, which focuses 
on gender differences. The majority of research currently focuses on girls and therefore 
uses measures which are designed for use on females. Perhaps the use of universal 
measures for body shame and self-objectification may go a long way in settling the 
debate surrounding gender differences. The controversy surrounding body image issues 
and shame in boys appears to mirror the under-studied but growing research relating to 
negative outcomes, such as disordered eating, in men. Research is reporting that men 
are being increasingly objectified via the media and there are increasing reports of body 
dissatisfaction and disordered eating in male samples (Labre, 2002; Pope, Phillips & 
Olivardia, 2000). This evidence provides further support for the importance of 
exploring the role of body-related shame in the heightening area of male body 
dissatisfaction.
Evidence is also provided in support of self-discrepancy theory, in particular, 
that the experience of shame occurs due to negative self-evaluation and the realisation 
that the individual’s body does not fit with cultural and personal ideals (Bessenoff and 
Snow, 2006). This evidence applies to and extends objectification theory as 
objectification theory promotes the idea that girls internalise an outsider’s perspective
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of their body, negatively evaluating themselves in relation to what they perceive other’s 
will find attractive. When they inevitably M  to meet the cultural demands placed on 
their appearance, negative psychological outcomes are more likely to occur. The 
research examining self-discrepancy theory suggests that the internalisation of these 
cultural demands provides a benchmark for girls to set their own personal standards. As 
the cultural standards are often unattainable, so too will the personal standards that girls 
set. Therefore, a similar process will ensue whereby negative psychological outcomes 
may occur when an individual’s self-evaluations do not match the personal and cultural 
standards set in relation to their appearance. The power of the media in delivering and 
maintaining high cultural standards in relation to what constitutes beauty is therefore 
another important aspect to come out of the research. Throughout this research area 
and across the reviewed literature, the use of self-report measures must be noted. 
Although methodologies centring on the use of surveys are efficient ways of collecting 
data, the content of information that participants are required to discuss is often 
sensitive, making some feel uncomfortable and thus unwilling to disclose. In this case, 
for example, participants are expected to answer questions related to how they perceive 
their own body, how they would like to look and what they feel society expects. These 
topics may have negative connotations attached to them and participant answers’ may 
be biased due to cultural pressures and expectations which are intrinsically linked with 
the research topic. The media is an extremely powerful tool, making it unlikely that 
participants’ views have not been affected or influenced in any way. Perhaps more 
indirect ways of assessing body-related shame in young people, such as asking children 
to draw pictures or tell stories, would allow individuals to express themselves more 
easily. Also, focus groups may enable researchers to develop better questionnaires 
through gaining a better understanding of how individuals talk about topics themselves, 
thus enabling them to develop questionnaires which ask more appropriate and sensitive 
questions (Morgan, 1996).
It is acknowledged that the inpact of body shame on sexual experiences is 
currently under-researched (Littleton et al, 2005). Indeed, the few articles which were 
reviewed appear to report some similarities but each study is measuring idiosyncratic 
outcomes as-well. Some research supports a link between shame, increased sexual risk
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taking and lower levels of condom use. Contrastingly, some research supports the idea 
that greater body shame leads to increased body consciousness and therefore decreased 
sexual functioning. Although the correlational designs of these studies mean that casual 
relationships cannot be established, the discrepancies highlighted suggest that further 
research is necessary to clarify the relationships between shame and the sexual 
experiences of young people. Furthermore, in the current cultural context, this is an 
extremefy important area of research, as even though teenage pregnancy rates are at 
their lowest for over 20 years, the rate is still extremefy high, which is also illustrated 
by an increase in abortion rates (Lee, Clements, Ingham & Stone, 2004; Teenage 
Pregnancy Independent Advisory Group, 2010). Furthermore, there appears to be little 
research exploring the role of shame, sexual experience and self-esteem levels in young 
people, another area that warrants further research.
Throughout the presented literature on the topic of body-related shame in young 
people, studies have predominantly used an American sample of undergraduate 
students. Whilst some studies do involve school-aged adolescents, it may be 
worthwhile producing some further research which focuses specifically on this age 
range as it has been highlighted that this is an extremefy important developmental time 
due to the body and appearance changes which occur as a consequence of puberty. 
Another limitation which is noticeable in the majority of these studies is the ethnic, 
educational and socio-economic homogeneity of the samples used. For example, the 
majority of studies utilise a high percentage of White Caucasian participants and 
therefore future research would benefit from recruiting a mixed ethnic sample to 
improve generalisation of the findings. Also, concepts of body shame and sexual 
experience may be interpreted differently by members of different ethnic groups and 
cultures, especially as there is evidence that pubertal onset occurs later for some ethnic 
groups (Wu, Mendola & Buck, 2002). Therefore it would be meaningful for future 
research to explore the similarities and differences in body-related shame across 
cultures and ethnic groups. Further research using a mixed ethnicity sample of UK 
teenagers would prove beneficial in ascertaining whether youths have common 
experiences, which would aid the generalisation of many of the findings presented in 
the discussed research.
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In conclusion, much of the literature highlights a role for body-related shame in 
the experiences of young people both as a mediator to negative outcomes and as a 
negative outcome itself Causal links have rarely been established and therefore future 
research could look into designing longitudinal or experimental studies to take the 
research forward. Further research is also needed to explore adolescent gender 
differences in body-related shame to demonstrate whether boys experience similar 
relationships between variables as girls do. In particular, research would benefit from 
exploring the relationship between the media and male experience of body-related 
shame, as the current literature is overrepresented from the female perspective. 
Differences in ethnic and cultural samples of participants would also be helpful in 
moving the literature forward. Finally, further research is needed to improve our 
understanding of how body-related shame impacts on the sexual experiences of 
teenagers.
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Abstract
Objective: The process of assessment can vary between institutions and can be 
emotionally challenging for students. This evaluation study explored the assessment 
and feedback processes utilised in the Clinical Psychology Doctorate course (PsychD) 
at the University of Surrey. Specifically, it explored trainee clinical psychologists’ 
views and satisfaction with the current pass/M grading system and the use of 
assignment feedback to learn, develop and improve future assignments.
Design: A cross-sectional survey design was used. Trainees from all three cohorts of 
the PsychD Programme at the University of Surrey were invited to complete an online 
questionnaire. 87 trainees were invited to participate and 50 took part in the evaluation.
Results: Trainee opinions were mixed in relation to their satisfaction with the current 
grading system Most trainees felt that feedback helped them develop and learn for 
future assignments. Trainees tended to agree on what aspects of feedback were helpful 
and unhelpful. Some significant differences were identified between trainees in their 
first year of training compared with third year trainees who were about to qualify.
Implications: Trainees appear satisfied with the current grading system although some 
evidence suggests they might prefer a numerical system Assignment feedback appears 
to help trainees develop and learn although some unhelpful aspects of feedback are 
highlighted. Explanations and implications for these results are discussed further.
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Introduction
The importance of assessment and the culture that this has created across 
educational institutions in the UK has been widely documented (Taras, 2001). 
Categorical pass/tail grading systems are commonly used in postgraduate university 
programmes. Research suggests there are advantages and disadvantages to this grading 
system Whilst pass/M grading systems can be better for the overall emotional 
wellbeing of students (Spring et al, 2011), research also poses questions related to 
whether students continually strive to achieve (Miller et al, 2009) or whether they 
approach assignments with a degree of complacency when a continuous grading system 
(ie. numerical) is not used. So grading systems can have implications for emotional 
wellbeing, motivation and achievement.
It could be argued that numerical grading systems provide students with a 
greater understanding of how well they have performed due to the feet that there are a 
range of pass marks, commonly from 40 to 100. Contrastingly, with a categorical 
grading system students are only informed about whether they have ‘passed’. Whilst 
constructive and clear feedback is necessary for all students regardless of the grading 
system, it is particular^ important for students working within a categorical grading 
system as they will not have any other information to locate themselves within the 
range of the pass banding. Therefore, another area of research relates to the use of 
feedback for academic assignments.
Feedback should provide students with relevant and useful information 
outlining how well they have performed on an assignment and, critically, what they 
have done well and how they might make improvements for friture work. Indeed 
researchers argue that feedback is an adjunct to the teaching role and a key fimction of 
the feedback process is to enable students to learn, develop (Hounsell, 2003; Ramsden, 
2003) and enhance skills to self-regulate their performance (Nicol and Macferlane- 
Dick, 2006). Literature exploring students’ opinions on feedback highlights potential 
negative aspects to the process. For example, one study which explored Business and 
Social Science students’ opinions on the feedback process found that feedback varied
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between markers; was often vague or non-specific; and was difficult to access due to 
the language and handwriting used by markers (Higgins, Hartley & Skelton, 2002). 
Other studies have found that students find feedback unhelpful when it focuses solely 
on negative aspects of their performance and when it does not reflect the assessment 
criteria (Weaver, 2006).
Currently, a categorical grading system is used by the Clinical PsychD 
Programme at the University of Surrey. Trainees can either obtain a ‘pass’, ‘borderline 
pass’ or ‘faiT grade for each assignment. A ‘pass’ pertains to marks between 53 and 
100 and a ‘fail’ to any mark below 49. Therefore a ‘borderline pass’ relates to the 
narrow range of scores between 50 and 52. Due to this grading structure, feedback is 
critical in helping trainees to understand how well they have performed and how they 
might improve future assignments.
This evaluation was commissioned by the PsychD Programme to contribute to on-going 
quality monitoring and curriculum review. It aimed to explore trainee views on the 
current pass/M grading structure and feedback process. In particular, the evaluation 
focussed on how feedback is used and what aspects trainees find most helpful and 
unhelpful about the process.
Method
Design
A cross-sectional survey design was used. Trainees from all three cohorts of the 
PsychD Programme at the University of Surrey were invited to complete an online 
questionnaire. The questionnaire did not allow for missing data so all trainees who 
participated completed the questionnaire in full
Sampling
The invitation email was sent to all currently enrolled trainees (N=87). Fifty 
trainees completed the questionnaire (57%) and a further three completed part of the
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questionnaire, so were subsequently discounted. It is not possible to report response 
rates as it is not known how many trainees saw or received the email
Measure
A survey was developed (Appendix I) based on a review of relevant assessment 
literature, which highlighted several important areas regarding grading and feedback 
systems. One area was the motivational and emotional effects of grading systems (e.g. 
doing enough to pass, worry about foiling (Spring et al, 2011)). Another area was the 
self-regulatory fonction of feedback (e.g. its role in student learning and usefulness in 
applying to future assignments (Nicol et al 2006)). A third area was the contrast in 
terms of what constitutes helpful and unhelpful feedback (Higgins et al 2002). The 
majority of questions were closed in order to maximise data collection and additional 
open-ended questions were included.
Procedure
The invitation email included an information sheet (Appendix I) to outline the 
purpose of the evaluation. Trainees were asked to provide consent before entering the 
online survey and were advised that they could withdraw at any time by closing the 
survey webpage. A reminder was emailed to trainees after two weeks to ensure 
responses were maximised.
Ethics
The evaluation was considered to be an evaluation of practice, was specific to 
the local context and did not aim to develop generalisable knowledge. Therefore, 
ethical approval was not deemed necessary. In the event that participation elicited 
emotional distress, a short debrief message was included to signpost trainees to areas of 
support. Participation was anonymous and to avoid capturing identifiable information, 
only the cohort number was required for demographics.
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Data analysis
Quantitative data was exported from the online survey into an SPSS data file for 
analysis. To aid reporting the five point agreement scale was collapsed to three points 
e.g. strongly agree and agree responses were merged.
The qualitative data was read and quotes were extracted to contextualise the 
quantitative data. Only data relevant to the evaluation aims were reported, although 
qualitative data pertained to additional areas e.g. the use of handbook marking criteria 
by markers, marker errors, the fimction of the second marker and assignment length 
restrictions (Appendix II).
Analysis and Results 
Views on pass/fail grading system
In terms of trainees’ views on the current pass/fail grading system, 23 trainees 
(46%) felt satisfied with the system and a similar number (N=24; 48%) felt they would 
prefer a grade or percentage to gauge performance on assignments. This suggests that 
there are mixed views on how the grading system should be structured although as the 
data pertains to two separate items, it is possible that trainees might prefer a numeric 
system but still be satisfied with the current system See Appendix HI for full data.
Forty trainees (80%) felt that they tried their hardest on every assignment. 
Consistent with this, only 22% of trainees (N =ll) felt that they do just enough work to 
pass without putting in their full effort. However, 42% of trainees (N=21) agreed they 
would try harder under a numeric/alphabetic system Only one trainee added a 
comment that they ‘''might put in slightly more effort i f  there was a grading system''’ 
whilst three trainees felt that a change to the grading system would not alter their effort 
on assignments.
Forty-three trainees (86%) worry about whether they will pass an assignment. 
Thirty-five trainees (70%) related worry to course rules stipulating the maximum
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number of assignment failures allowed before a trainee’s contract is terminated 
(Appendix IV for full data). One trainee commented “/  have always been tactical 
thinking about how many fails I  have left”:
Views on using feedback to inform future learning and assignments
Forty-four trainees (88%) said that they used feedback from previous 
assignments to help inform their future assignments and 41 trainees (82%) felt that the 
feedback provided by markers helps them to develop and learn Thirty-six trainees 
(72%) felt that feedback helps them to critically assess their own work and 32 trainees 
(64%) said it helps to improve self-assessment in learning. See Appendix V for full 
data.
One trainee commented that 'feedback so fa r  has been sufficient to help me 
improve” whilst another felt that it has been "informative and encouraging”. In contrast 
two trainees voiced that feedback is too "vague” and "generic” and one trainee 
requested "more explicit feed-forward comments ” to improve future assignments.
Views on what constitutes helpful assignment feedback
The majority of trainees felt that the most helpful components of feedback were 
clear and accessible language used by the marker (N=40; 80%) and access to markers 
to discuss the feedback they obtained (N=39; 78%). See Appendix VI for full data. One 
trainee commented that there is "limited and low quality access to academic tutors to 
discuss academic work” whilst another said that "the best most useful feedback I  have 
gained is via discussing the feedback with an academic tutor following receiving a 
borderline p a ss”
The top three indicators of helpful feedback were that it clearly explains 
mistakes, specifically describes what could be improved, and acknowledges the good 
and bad points. Each of these items was endorsed by 44 trainees (88%) or more. 
Interestingly, fewer trainees (N=21; 42%) felt that feedback telling you what you have 
done badly is helpful, which could suggest that feedback of what is ‘bad’ about an 
assignment is considered more helpful in the context of ‘good’ points (Appendix VII
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for M  data). One trainee stated that feedback is helpful when it “highlights what is 
good and what you should continue to do” whilst two other trainees commented on the 
helpfulness of knowing both positive and negative comments.
Views on what constitutes unhelpful assignment feedback
The most commonly endorsed indicator of unhelpful feedback was when it is 
contradictory within and between assignments (N=41; 82%). The majority of 
participants felt that feedback varies between markers (N=40; 80%) and that markers 
use their own preferences rather than the marking criteria to mark assignments (N=38; 
76%). See Appendix Vm and IX for M  data.
These were both common themes within the qualitative data too with 15 
trainees commenting on the variability between markers in feedback and grading with 
one commenting “there seem to be inconsistencies between different markers which can 
be very frustrating.” Some trainees suggested that there were differences in the quality 
and amount of feedback given by different markers. Six trainees provided suggestions 
to explain inconsistencies in feedback, such as, individual marker’s psychological 
model of preference, stylistic difference and different expectations relating to amount 
of detail required from trainees in assignments.
The discrepancy between trainees’ views of feedback were summed up by one 
trainee: “In some instances I  have had very helpful constructive positive and negative 
feedback and other times the feedback has fe lt contradictory or unrelated to the 
marking criteria or too negative”
Cohort Comparisons
Due to the ordinal scaling of data, Kruskal-Wallis tests were used to analyse 
differences between the three cohorts based on the 5-point Likert scale. Out of the 34 
questionnaire items, responses differed significantly on three questions (Table 1). The 
significant differences that were detected need to be seen in the context of the fact that 
34 Kruskal-Wallis tests were conducted, which may have increased the chance of 
finding significant results (Field, 2011).
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Mam-Whitney U Tests were used to conduct follow-up pair-wise comparisons. 
Significant differences on all three items were identified between cohort 39 and 41 
(Adjusted p value used (p=0.0167) due to Bonferonni correction for each item). The 
direction of these differences, which was interpreted using the mean ranks of data, 
suggests that members of cohort 41 seemed to agree more with the statements. Their 
opinions significantly differed in relation to the current grading system promoting 
group work and collaboration (U=49.500,zf-2.833,p=.005); feedback helping trainees 
to develop and learn (U=63.500,z=-2.410,p=.016); and feedback encouraging tutor and 
peer dialogue around learning (U=52.000,z=-2.753,p=0.006). A significant difference 
was found between cohort 40 and 41 in relation to feedback encouraging tutor and peer 
dialogue (U=50.500,zf-2.541,p=.011); cohort 41 agreed more with this item than 
cohort 40. No other significant differences were identified (Appendix X for full data).
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Discussion and Conclusions
The aims of this evaluation were to explore trainees’ views on the grading and 
feedback systems currently used on the PsychD course. There appeared to be some 
discrepancy between the opinions of trainees in relation to the current pass/M grading 
system Some trainees reported being satisfied with the current structure whilst others 
would prefer a specific percentage or grade in order to gauge performance. Even 
though a pass/M system is better for the emotional wellbeing of students (Spring et al, 
2011) the majority of trainees still admitted to being worried about whether they will 
pass an assignment. This suggests that irrespective of the grading system used, trainees 
will still worry about passing assignments. In terms of effort, it seems that trainees try 
their hardest on assignments under the current system However, there is some evidence 
that trainees would try harder if there was a numerical/alphabetical system The 
evidence both in this evaluation and relevant literature suggests that there are pros and 
cons to both categorical and numerical systems. This evaluation has highlighted that 
trainees feel less pressure under the pass/M system, although the ‘tail’ grade can feel 
quite final, which may explain why trainees still wony about assignments. Further 
research is needed to explore trainees’ views on how a hypothetical change in grading 
structure might inpact on their emotional wellbeing, achievement and investment of 
effort in assignments.
The quality and usefulness of assignment feedback is extremely important in a 
pass/M system, which on its own does not provide a gauge for performance. The 
results suggest that trainees use feedback for learning and future development. In this 
respect, assignment feedback creates an additional platform to teaching, for students to 
learn (Hounsell, 2003). However, a number of trainees commented that feedback can be 
generic, vague, and difficult to apply to future work. Interestingly, Knight and Yorke 
(2003) suggest that general feedback (ie. comments that are not specific to the 
particular assignment) are key to stimulating learning, which subsequently benefits 
future assignments. However, in the present evaluation some trainees appear unsure 
about how to utilise this type of feedback and therefore find it unhelpful Higgins 
(2000) suggests that students have difficulty interpreting feedback, which is why they
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might perceive it as unhelpful Perhaps it may be beneficial to provide trainees with 
support in exploring ways to use and apply general feedback to future assignments.
The results suggest that trainees mostly have similar opinions in terms of what 
constitutes helpful and unhelpful feedback. On the one hand, clear and accessible 
language, pointing out both positive and negative points and suggesting explicit 
improvements seem to be desirable. However, the consistency with which these 
components are provided is perceived to vary between markers and across assignments. 
Comments indicate a perception that markers assess work and provide feedback based 
on their own individual preferences (e.g. preferred psychological model). The 
implication of this is inconsistency in the assessment of work which might inhibit 
trainees in academic self-regulation and development.
Generally there were few differences in the views of trainees across the three 
years. Additionally the number of comparisons may have inflated the risk of Type I 
errors. It appears that cohort 41, who were in their first year of training at the time of 
the evaluation, agreed more that the grading system promotes peer collaboration and 
that the feedback system encourages peer and tutor dialogue and helps them to develop 
and learn in comparison with cohort 39, who were in their third year of training. 
Perhaps these differences were due to the fact that cohort 39 had experienced three 
years of the current grading and feedback systems, whilst cohort 41 had only 
experienced one year. First year trainees have more recently been introduced to course 
team members and their own allocated tutors, so they may feel more obliged to utilise 
them. In terms of feedback, perhaps when trainees reach the end of their third year the 
development and learning they hope to achieve from assignment feedback is less 
marked than when they were in first year and felt that they still had lots to learn. Also, 
group work and collaboration is encouraged in first year through processes such as 
PPLDG and the qualitative research project. Then, in second and third year, studying 
becomes more independent (e.g. focusing on the major research project), so there is less 
opportunity and need to utilise peers for group work and collaboration.
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Limitations
Not all trainees completed the online questionnaire, so there is the potential that 
trainees who chose not to participate had differing views. As the majority of the 
evaluation focused on trainee satisfaction, there is a chance that those who participated 
may be more inclined to report or remember negative aspects of the grading and 
feedback processes due to negative bias or because they may have seen the evaluation 
as an avenue to get their opinions heard. Furthermore, trainees may have participated in 
the survey when they themselves had recently received assignment feedback and may 
therefore be remembering details of this specific assignment rather than giving a more 
general view of the systems in place. Due to the online nature of the evaluation, there is 
also a possibility that trainees completed the questionnaire in the presence of other 
trainees, which may have influenced their responses. If trainees’ discussed negative 
aspects of feedback together then they may have felt more confident to repeat this, 
knowing that their view was shared by others.
Service Implications
A frequent comment made by trainees pertains to inconsistencies between 
markers. Perhaps if trainees were given an opportunity to be involved in workshops for 
markers, they might be able to educate current and prospective markers about what 
trainees’ value from feedback. There may also be scope for further research on marker 
variation, exploring how markers approach assessment of assignments to gauge 
consistency. Additionally, it may be valuable to give this report to current and 
prospective markers to highlight trainees’ common concerns.
The results of this study will be presented at a course team meeting (specific 
date to be negotiated with the Programme Director).
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Appendix I
Questionnaire, information and debrief sheets
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0  Trainee Clinical Psychologists' Views of Assessment and _■£, UNIVERSITY O F
Feedback f S  SU R R EY
My n a m e  is H arrie t W instan ley  an d  I am  a t ra in e e  clinical p sy ch o lo g ist from
th e  U niversity  of S u rrey . As p a r t  o f m y d e g re e  I hav e  to  c a rry  o u t a se rv ice  re la te d  re se a rc h  p ro je c t 
(SRRP).
For m y SRRP I am  looking to  ga in  th e  view s o f tra in e e  clinical p sy ch o lo g ists  In re la tio n  to  th e  
a s s e s s m e n t  p ro c e d u re s  which a re  c u rren tly  u sed  on  th e  Clinical Psychology d o c to ra te  c o u rse  a t  th e  
U niversity  o f S u rrey . In p a rticu la r, I am  in te re s ted  in y o u r view s a b o u t th e  c u rre n t g rad in g  s tru c tu re  
(i .e . p a s s  /  b o rd e rlin e  p a ss  /  fall) an d  th e  fe e d b ack  p ro c e ss , Including how you u se  a s s ig n m e n t 
fe e d b ac k  and  how helpful you  find it.
If  you w ould like to  ta k e  p a r t  in th is  s tu d y  p le a se  c o n tin u e  o n to  th e  n e x t p a g e  to  c o n s e n t to  y o u r 
p a rtic ip a tio n  In th is  s e rv ice  ev a lu a tio n . The q u e s tio n n a ire  shou ld  ta k e  no lo n g e r th a n  15 m in u te s . 
You can  w ithdraw  y o u r c o n se n t a t  an y  tim e  p rio r to  su b m ittin g  th e  c o m p le ted  q u e s tio n n a ire  by 
ex iting  th e  online  su rv ey . All o f y o u r a n sw e rs  will b e  an o n y m o u s  a n d  con fiden tia l. D ata  will be 
a n a ly se d  a t  a g ro u p  level a n d  no ind iv iduals  will be  id en tifiab le . If you n e ed  to  c o n ta c t  m e  you can  
em ail using  h .w in s ta n ley @ su rrey .ac .u k . You can a lso  c o n ta c t m y SRRP su p e rv iso r , Laura S im o n d s, 
using  l.s im o n d s@ su rrey .ac .u k .
M any th a n k s  for y o u r partic ipa tion  in th is  se rv ice  e v a lu a tio n . •
C o n s e n t  F o rm  <  u n i v e r s i t y  o f
„ „ $ 3  SURREY
I vo lun tarily  a g re e  to  ta k e  p a rt In th e  s tudy .
I have read  and  understood  th e  Inform ation  S creen  and I have  b een  given a 
full ex p lan a tio n  o f th e  n a tu re ,  pu rp o se , and  likely du ra tion  of th e  s tu d y , and  of w ha t I will be 
ex p ec ted  to  do. I a lso  u n d e rs tan d  th a t  I will be g iven a list o f c o n ta c t n u m b ers  of p ro fessionals  
with w hom  I can  d iscuss any difficulties I experience  following my partic ipation . I have b een  given 
th e  re s ea rc h e rs  d e ta ils  and  have  had th e  opportun ity  to  c o n ta c t th e m  and  to  a sk  q u estio n s  on all 
a sp e c ts  of th e  s tudy  and  have understood  th e  adv ice  and  Inform ation given as  a re su lt.
I a g re e  to  com ply with any  instruction  given to m e during th e  s tu d y  and  to  c o -o p e ra te  fully with th e  
Investiga to rs .
I u n d e rs tan d  th a t  all personal d a ta  re la ting  to  vo lu n tee rs  is held and  p ro cessed  in th e  s tr ic te s t 
confidence, and in acco rdance  with th e  Data Protection Act 1998. I a g re e  th a t  I will no t s e e k  to  
re s tric t th e  u se  of th e  re su lts  of th e  s tudy  on th e  u n d ers tan d in g  th a t  m y anonym ity  is p reserv ed .
I u n d e rs tan d  th a t  I am  free  to  w ithdraw  from  th e  s tudy  a t  any tim e  w ithou t need ing  to  ju s tify  m y 
decision  and  w ithou t p rejud ice .
I confirm  th a t  I have  read  and  unders tood  th e  above  and  freely  co n se n t to  partic ipating  in th is  
s tu d y . I have been  g iven a d eq u a te  tim e to  consider m y partic ipation  a n d  a g re e  to  com ply with th e  
ins truc tions  and  re s tric tions  o f th e  study .
If you w ould like to  c o n ta c t th e  re se a rc h e r  and  ask  any  q u estio n s  befo re  proceeding p lease  click on 
H arrie t W instan ley 's  em ail h .w instan lev@ surrev .ac.uk . If you do n o t w ish to  proceed  you can  close 
th e  b ro w ser window a t  any  tim e.
Do you give your co n sen t, and  th e re fo re  wish to  con tinue?
Yes 
|c o n s e n t= 2 j  N q
"G"
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[c oh ort ]
W hat c o h o rt do  you be long  to  (p le a se  s e le c t  th e  o n e  th a t  a p p lie s ) : 
Î cohort- 11
40
[c o h o r t - 3 1
e S>
jtextlj
P lea se  re a d  e a c h  s ta te m e n t  carefu lly  be fo re  a n sw e rin g . U nless o th e rw ise  sp ec ified  p le a se  s e le c t  
how s tro n g ly  you a g re e  o r d is a g re e  w ith th e  s ta t e m e n t  using  th e  following sca le .
Strong,yDlsagree StmnglyAgree
1 2  3  4  5
hti
I w orry  a  lo t a b o u t w h e th e r  I will p a ss  an  a s s ig n m e n t.
1 S trong ly  d isag ree
i q l = 2 :
w
'"’O ™  3  N either 3 g re e  no r d isag ree  
i q l = 4 |
" O '' 5 Strongly a9ree
HN
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P lease  s e le c t th e  re a so n s  which apply .
‘" O  "  * wi** ^e e * a s *ia m e d if I do n o t pass
*"Q T" 1 wl** e^ e * n egative  em otions  such as  s a d n e s s , a n g e r  o r d isap p o in tm en t if I do n o t p a ss  
T here  a re  a certa in  n u m b er o f a ss ig n m en t fa ilu res th a t  m ay lead to  m e failing th e  cou rse  
1 am  unsu re  how well I have  d one  in p revious a ss ig n m e n ts
|q la _ 5 ;  jqlB _5_otheri
W  O ther: p lea se  specify H  . . . . .
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T he c u r re n t  g ra d in g  s y s te m  re d u c e s  c o m p e titio n  b e tw ee n  t ra in e e s .
• q 3 :
1 S trong ly  d is a g re e■ q 2 = l:
■ " O ' "
2w
3 N e ith e r a g re e  n o r d is a g re e
• q2=4;
".Si 5  s tro n g ly  a g re e  W
I try  m y h a rd e s t  fo r e ach  a s s ig n m e n t e v en  th o u g h  th e r e  a r e  only th r e e  p o ssib le  g ra d e s  I can  
a c h ie v e  (p a s s ,  b o rd e rlin e  p a s s ,  fa il).
i  s tro n g ly  d is a g re eW
o  /
‘“Q " ; 3  N e ith e r a g re e  n o r d is a g re e
* C|3 —4 ; j.
‘" O ’" ' ^  s tro n g ly  a g re e
:q 4 :
H y p o th e tica lly , I w ould  p u t m o re  e ffo r t in if w e had  a n u m e ric  o r  a lp h a b e tic  g ra d in g  s y s te m  ( s e e  
d e fin itio n s  be low ).
■“Q ™  1 S tro n g ly  d is a g re e
lîgp 2
îS5j.™ 3  N e ith e r a g re e  n o r  d is a g re e  W
• q 4 = 4 -  .
5  s tro n g ly  a g re e
t e x t2 ;
Definitions:
Numeric grading system -  a system where the assignment is allocated a numerical value between 1 and 100 
Alphabetic grading system -  a system where the assignment is allocated an alphabetic letter e.g. A, B, C
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: q 6 :
T h e  c u r re n t  g ra d in g  s y s te m  p ro m o te s  g ro u p  w ork  a n d  c o lla b o ra tio n  w ith  fellow  tr a in e e s  In 
c o m p a riso n  w ith  n u m e ric /a lp h a b e tic  g ra d in g  s y s te m s ,
‘"Q "  ‘ 1 S tro n g ly  d is a g re e
iSgli 2
^ N e ith e r  a g re e  n o r  d is a g re e
w
5  S tro n g ly  a g re e
I w o rry  t h a t  th e  c u r r e n t  g ra d in g  s y s te m  will h a v e  im p lica tio n s  fo r  fu tu r e  jo b s  a s  it is d ifficu lt to  
c o m p a re  m y a ca d e m ic  a c h ie v e m e n t to  o th e rs  w ho h a v e  b een  g ra d e d  on  a n u m e ric /a lp h a b e tic a l 
g ra d in g  s c a le .
1  S tro n g ly  d is a g re e
•q 6  = 2 :- g -  2
:" Q ""  ^  N e ith e r  a g re e  n o r  d is a g re e
•q6—4- .
*" Q " " 5 S tro n g ly  a g re e
• q 7 :
T h e  c u r re n t  g ra d in g  s y s te m  m o tiv a te s  m e to  e x ce l in m y a s s ig n m e n ts .  
1 S tro n g ly  d is a g re e
i f  =
—  -  3 N e ith e r  a g re e  n o r  d is a g re e
4
n
Q7—4
b "
q 7 = 5
b " 5 S tro n g ly  a g re e
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I w ould p re fe r a g rad in g  s y s te m  w hich a s s ig n s  a specific  g ra d e  o r  p e rc e n ta g e  so  th a t  I know  how 
well I a m  do ing .
1 * S trong ly  d isag ree
‘" Ô " 5 3  N e ith e r a 9 re e  n o r d is ag ree
4(J
iq 8=5 :
"O '"
•q9i
5 S trong ly  a g re e
I h av e  a  good  idea o f how  I h av e  d o n e  In an  a s s ig n m e n t with th e  c u r re n t g rad in g  s y s te m . 
‘ O '" "  1 s tro n 9 ly  d is ag re e
iq 9 = 2 :  _
w
" O ™  3  N e ith e r a g re e  n o r d is ag ree
!q9=5i
""O"" 5 S trong ly  ag re e
|qlO:
To a c e r ta in  e x te n t,  I do  e n o u g h  to  p a ss  a n  a s s ig n m e n t w ith o u t p u ttin g  in m y full e ffo rt.
^ tro n 9 *y d isag ree
iql0=2; „-  * • »««« y
; “0  " : 3  N either a g re e  n o r d isa g ree
|ql0=4: .
1 9 1
‘ " O "  ‘ 3  S trong ly  ag re e
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M arkers g ra d e  a s s ig n m e n ts  u s ing  th e ir  ow n p re fe re n c e s  o f how  th e y  w ould  a p p ro a c h  th e  ta s k  r a th e r  
th a n  u s in g  th e  a s s e s s m e n t  c r ite r ia  from  th e  h an d b o o k .
1 S tro n g ly  d is a g re e
• q l 2 = l  • 
j q l 2 = 2  j
"W "
‘""QT"’ ^  N e ith e r a g re e  n o r  d is a g re e  
5 S tro n g ly  a g re e
; q l 3 :
N e g a tiv e  fe e d b a c k  a f fe c ts  m y s e l f - e s te e m . 
1 S tro n g ly  d is a g re e
isgpi 2
3  N e ith e r a g re e  n o r d is a g re e
• q l 3 » 4 ;" " 4w
îqÏ3 = 5l
"0" 5 S tro n g ly  a g re e
• q l 4 i
I u s e  fe e d b a c k  from  p a s t  a s s ig n m e n ts  to  h e lp  m e  u n d e rs ta n d  how  to  a p p ro a c h  fu tu re  a s s ig n m e n ts .
| q l 4 = l  j
n
f 'q l4 = 2 :
|qÏ4=3|
;ql4=4;
w
|q l 4 = 5 j
1 S tro n g ly  d is a g re e
2
3 N e ith e r  a g re e  n o r d is a g re e
4
5 S tro n g ly  a g re e
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The feed b ack  given for an  a s s ig n m e n t is o ften  specific to  th a t  piece o f w ork so  it is difficult to  u se  
th is  fe ed b ack  for fu tu re  a ss ig n m en ts .
" " Q  1 S trongly  d isag ree
i q l5 = 2 j
T T  =
î'q 15=3 j
O "  " ^ N either a g re e  nor d isag ree
; Q15 st4 ; 
*
5  s tro n g ly  a g reew
:C jl6j
F eedback  is clearly  linked to  th e  a s s e s s m e n t c rite ria  specific to  th a t  a ss ig n m en t.
‘"O '™  1 S tro n s *y d isag ree
iqi6=2| _
*
3  N either ag re e  nor d isag ree
jql6=4i
"^•0 “" 5 Strongly ag ree
:ql7j
F eedback  helps m e to  develop  and learn . 
'" Q T  ’ :1‘ S tro n 9 |y d isag ree
i q l7 = 2 j  _
3 N either ag re e  nor d isag ree
( q l7 = 4  \
"Pi'Z
5 Strongly a g ree
[qisj
W hen th e re  a re  m ultiple m ark e rs  for one a ss ig n m en t, feedback  can  vary depend ing  on th e  m arker.
-q - -  1 Strongly d isag ree
u
!9lS-3? 3 N either ag ree  nor d isag ree
;ql8=4!
5  Strongly ag ree
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^183:
P lea se  s e le c t  th e  w ay s  th a t  fe e d b a c k  can  v a ry  (p le a se  s e le c t  all th a t  a p p ly ).
—D " '1"' A m ount o f fe e d b ack  g iven
A dherence  to  th e  m arking criteria  
L 9 .^-.3.i P rivileging o f a p a rtic u la r  th e o re tic a l m ode!
A m oun t o f a t te n tio n  paid to  th e  in tr ica te  d e ta ils  o f th e  p iece  o f w ork
| q l 8 a _ 5 ;  ; q l8 a _ 5 _ o t h e r |
W  O th e r  (p le a se  sp ec ify ))
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iq l9 j
F eedback  h e lp s  clarify w hat good p e rfo rm an ce  Is.
'"O" '  ^Stron9,Y i^sa9ree
? q l9 = 2 j  _
 ^"Q) ' ' ^ N either a g re e  n o r d isag ree  
|ql9-4l
^ S trong ly  a g re e
iS^ oj
F e ed b ac k  fac ilita te s  th e  d e v e lo p m e n t of s e lf -a s s e s s m e n t In lea rn in g . 
i-" Q  "5 ^ S trong ly  d isag ree
Î q 2 0 = 2 l  _
‘" 0 ^ N e ith e r a g re e  nor d isag ree
! q 2 0 = 4 j
5 S trongly  ag re e
iqzij
F eedback  de live rs  high qua lity  info rm ation  to  tra in e e s  a b o u t th e ir  learn ing . 
""0 "" ^ s tro n g ly  d isag ree
y
‘" 'Q  ^ N e ith e r a g re e  no r d isag ree
4y
5 S trongly a g re e
URN: 6201117 186
Ltfii
F e e d b a c k  e n c o u ra g e s  tu to r  a n d  p e e r  d ia lo g u e  a ro u n d  le a rn in g .
i  s tro n g ly  d is a g re e
C S l  2
3  N e ith e r  a 9 re e  n o r  d is a g re e
o  4
i "0 "i 5 strongly agree
IÜ23]
F e e d b a c k  e n c o u ra g e s  p o s itiv e  m o tiv a tio n a l b e lie fs .
M»e«
""Q """ 1 s tro n 9 ly  d is a g re e
|q 2 3 = 2 i  .
""O" 2
iq24|
3  N e ith e r a g re e  n o r  d is a g re e
'" S '" '4
5 Stron9iy a9ree
P o sitiv e  fe e d b a c k  e n c o u r a g e s  p o s itiv e  s e lf - e s te e m .
l" S "  ' 1  S tro n g iy  d is a g re e  
iq24^ 2|
"O' " 2
3 N e ith e r  a g re e  n o r d is a g re e
W
4
5 S tro n g ly  a g re e
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F e e d b ac k  p ro v id e s  o p p o r tu n i t ie s  to  c lo se  th e  g ap  b e tw e e n  c u r re n t a n d  d e s ir e d  p e rfo rm a n c e . 
‘" 'Q  '"  1 s t ro n g ly  d is a g re e
iq 2 5 = 2 j
3  N e ith e r a g re e  n o r  d is a g re e
I q 2 5 = 4 l  .
5 S tro n g ly  a g re e
F eed b ac k  e n c o u ra g e s  m e  to  critica lly  a s s e s s  m y  ow n w ork . 
• q 2 6 = l i
1 S tro n g ly  d is a g re e
iq 2 6 = 2 ;
3 1
sS-0 “-5 3 N e ith e r a g re e  n o r  d is a g re e  
iq2G=4Î
' "G" '" ^
3  S tro n g ly  a g re e
[ q 2 7 j
F ee d b ac k  c o m m e n ts  m a k e  m e  th in k  m ore  a b o u t th e  top ic .
^ S tro n g ly  d is a g re e  
^ N e ith e r a g re e  n o r  d is a g re e  
" " Q " 5 3  S tro n g ly  a g re e
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_ _  ml i M i i i r i i i i l i i M M l M M #
fqzaj
W hen d o  you  re a d  fe e d b a c k  (p le a se  s e le c t  all t h a t  ap p ly )?  
" T f r ~  Im m e d ia te ly  a f te r  picking up  m y m a rk e d  a s s ig n m e n t 
W ithin a d a y  o f picking up  m y m a rk e d  a s s ig n m e n t 
L?.£Ëÿ2 i w ith in  a w eek  o f  picking up  m y m a rk e d  a s s ig n m e n t 
' " D ""1 W ithin a fo r tn |9 h t  o f Picking u p  m y m a rk e d  a s s ig n m e n t 
W ithin a  m o n th  o f picking up  my m a rk e d  a s s ig n m e n t 
o v e r  a  m o n th  a f te r  picking up  m y m a rk ed  a s s ig n m e n tW
i q 2 8 _ 7 |  i q 2 8 _ 7 _ o th e r j
U  N ever; p le a se  exp la in  w hy: )
i9” i
T he la n g u a g e  th a t  m a rk e rs  u se  is c le a r  a n d  a cc e ss ib le .
""O'**" 1 stron9'y d is a g re e
‘""O "  5 3  N e ith e r a g re e  n o r d is ag ree
• Q29 —4 ;
" * C^)***
""O " '*  ^ s tro n g ly  a g re e
[ q 3 0 j
I s e ld o m  know  how  to  Im prove  m y n e x t a s s ig n m e n t b e c a u s e  o f th e  lack  o f c o m m e n ts  o r  ad v ice .
"""O " 1  S tro n g ly  d is a g re e  
[ q 3 0 = 2 |
L " O  "5 3  N e ith e r a g re e  n o r d is ag re e
j q 3 0 = 4 |
" " O ” 5 ^ S trong ly  a g re e
o
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■q3i;
A ss ig n m e n t fe e d b a c k  lacks spec ific  fo llow -up  a c tio n  p o in ts  a n d  g u id e lin e s  to  im p ro v e  th e  
a s s ig n m e n t.
‘" 'Q T  * 1 S ^ o n g ly  d is a g re e  
fq3Ï=2Î .
•S?.1.-?.! 3  N e ith e r  a g re e  n o r  d is a g re e
■ " O ' "
lq 3 1 = 4 ;  .Lj-
u
S S tro n g ly  a g re e
; q 3 2 :
W hen fe e d b a c k  is h a n d -w ritte n  it c an  b e  d ifficu lt to  re a d  a n d  in te rp re t .
: q 3 2 e l (
" " 0“
iq32=2l
w
; q 3 2 = 3 ]
1 S tro n g ly  d is a g re e
w
iq32 |^
iq32=5i
'"O""
3 N e ith e r  a g re e  n o r d is a g re e
5 S tro n g ly  a g re e
m i
I t  w ould  b e  help fu l to  a c c e s s  th e  m a rk e r  to  d is c u s s  th e  fe e d b a c k  g iv en  in m o re  d e ta il .
• q 3 3 - l !
: q 3 3 = 2 :
iq 3 3 = 3 :
"O'"
:q 3 3 = 4 Î
; q 3 3 = 5 i
""Q""
1 S tro n g ly  d is a g re e
2
3  N e ith e r a g re e  n o r  d is a g re e
4
5 S tro n g ly  a g re e
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F eedback is helpful w hen it (p lease  selec t any  th a t  apply):
Tells you w hat you have done badly
" " C T  ^ ou specifically w hat you could do to im prove 
iS g j2 i Clearly explains your m istakes
Focuses on the  level of critical analysis 
"'QT" *::ocuses on your argument
Focuses on th e  m arker's  overall Im pressionsW
q34_
'"Q-
Focuses on th e  su b jec t m a tte rW
^ e r e c t s  your m istakes 
Gives you a g rade
Focuses on your u se  of supporting  evidence 
" " D  "  R elates directly to  th e  a s s e s s m e n t criteria
Acknowledges th e  good and  bad po in ts of my a ss ig n m en t
iq 3 4 _ 1 3 i iq 3 4 _ 1 3 _ o th e r |
Q  O ther (p lease  specify) : f
;q 3 5 j
F eedback often focuses d isproportionately  on th e  negative.
^ ^ tro n 9 ^  d isagree
(q 3 5 = 2  j
‘"“G "  ‘ 3  Neither agree  nor d isagree
|q 3 5 = 4 Î
_..&r4
>935-5; ^ Strongly agree
iq36;
Feedback can be contradictory  within or betw een a ss ig n m en ts .
1 " O “ " * Stron9ly d isagree
iüE-il 2 U
’ "G ""’ 3  Neit^e r  a 9 ree  nor d isagree
! q 3 6 = 4 :
1936.7.5! 5  strongly  agree
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I a m  s a tis f ie d  w ith  th e  c u r r e n t  s y s te m .
—■Uj’k  1 S tro n g ly  d is a g re e
iqn=2j
. T T . .
3  N e ith e r  a 9 re e  n o r  d is a g r e e
ISAÏrl! 4
^  S tro n g ly  a g re e
iq l l a j
P le a se  e x p la in  w hy
comment
P le a se  a d d  a n y  fu r th e r  re le v a n t  c o m m e n ts .
BE 100%
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0  Many thanks for participating in this study. ^  S U R R E Y
If you  h a v e  an y  fu r th e r  q u e s tio n s  o r  w ould like to  ta lk  a b o u t th is  s tu d y  fu r th e r  
p le a se  c o n ta c t  m e  using  m y em ail a d d re s s :  h .w in s tan lev ta su rre y .a c .u k .
A lte rna tive ly , you can  c o n ta c t m y SRRP su p erv iso r , Laura S im o n d s. l .s im o n d s@ su rre v .ac .u k . If  you 
h a v e  a n y  co n ce rn s  a b o u t y o u r p a s t  o r  fu tu re  p e rfo rm an ce  In a s s ig n m e n ts  o r  if you e x p e r ie n ce  any  
is su e s  re la te d  to  a s s e s s m e n t  from  co m p le tin g  th is  s u rv e y , th e n  p le a se  ra is e  th e s e  e i th e r  w ith 
Laura S im onds, a n o th e r  tu to r  on th e  c o u rse , y o u r p e rso n al tu to r  in th e  School, o r  a m e m b e r of 
learn ing  su p p o r t  In th e  lib rary .
If you w ould like m o re  in fo rm ation  reg a rd in g  th e  findings o f th e  su rv e y  th e n  p le a se  em ail m e  a t  
h .w in stan le v @ stjrrev .ac .u k . I will th e n  b e  ab le  to  s e n d  you an  o u tlin e  of th e  find ings  im m e d ia te ly  o r 
a d v ise  you  a b o u t w hen  th e y  will b e  av a ilab le .
iSSMj
0  You can now close this survey
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Appendix II 
Qualitative comments
URN: 6201117
lO M
i derive my self-esteem primarily from occupational achievement 
Not enough time to do corrections when there are other deadlines 
Marking seems to be variable amongst examiners 
Because it seems like a lotteiy and depends on individual markers
r o i s a i
Style of feedback - for example directive versus questioning
The assignments are a box ticking exercise and do not assess the quality of their 
thinking.
I've failed work that a peer has passed and only difference was marker - content of
essay similar
Style and referencing.
Some second markers automatically agree with first marker without a clear rationale; 
others do not
Lack of appreciation of space restriction
marker's preferences for format and style of writing
Some markers are less likely to pass assignments than others
M 41
it assess the quality if your thinking not the compliance to the handbook 
highlights what is good and what you should continue to do.
Inter-marker consistency rather than relying on personal opinion
r o i i a i
Feedback so for has been sufficient to help me improve and I find that not having 
numeric grades does reduce some of the pressure of the assignments. I would like to put 
less effort into assignments, but it is impossible to know what 'good enough' is when 
you don't know how for away from a foil the work was! Some inconsistencies and 
biases (models or styles rather than personal) are obvious in markers between diffent 
assignments and it would be good to have more confidence that assignments were being 
marked based on the criteria rather than the marker's perspective.
The current grading system is a nightmare. Being assigned a certain grade seems to 
completely depend on the marker's subjective opinion and what constitutes a foil seems 
to fluctuate between assignments. I have known trainees to foil on something that 
another trainee has also omitted, but that has passed. This results in a constant second
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guessing and uncertainty over grading, which only serves to increase the anxiety of the 
trainee.
The pass/borderline/M system isn't the problem The problem is that there are very 
clear criteria that the assignment must meet in the handbook. If you don't meet the 
criteria in the handbook you tail, so it becomes a box ticking exercise where you just 
write down what it says you need to write down. This makes it very difficult to write 
challenging original pieces or make well reasoned and fluid arguments. The difficultly 
is that the University need to be seen to treat everyone equally. The university needs to 
show the BPS that trainees have met certain criteria. Although, somewhat ironically if 
you have rigid criteria it inhibits the learning and development of trainees. It's like 
Princess Leia said to Barth Vader; 'The harder you tighten you grip, the more star 
systems will slip out of your fingers." If they want to improve the course and
assignments, they should get rid of the handbook and a lot of the bureaucracy and have 
faith in staff to be able to assess their students.
I have had very mixed experiences of marking across the three years; some have been 
very helpful, thoughtful, focussed, closely linked to the assessment criteria etc., the 
others most definitely not. Perhaps what I dislike most about the current system is the 
limited reliability (between markers and over time) and poor validity; when we 
compare across the cohort for an assignment some errors(e.g. referencing or amount of 
theory included) have led to a fail grade whilst others which appear to include the same 
errors or problems have passed. Similarly across my assignments I don't feel I have 
developed as much I would have liked because the feedback is inconsistent and there is 
no clear means of challenging this. As a cohort I believe this has been an ongoing issue 
and something we would have liked to be able to change; when this has been raised as 
an issue with the course team my sense was that there was a reluctance to acknowledge 
problems with marking/feedback or address them Ultimately I feel I have begun to 
disregard the comments made about my assignments; sadly the small number of 
negative experiences of marking and feedback I have had have coloured my view of the 
system as a whole.
Marks often depend on the marker not the piece of work. There have been huge 
disparities between marks between colleagues based on having different markers. I 
failed a piece of work that a colleague passed and we made the same arguements as 
each other. My marker didn't like my argument and my peers marker liked hers. I think 
if they had both been marked by the same person - it would have greatly effected the 
grades given. That isn't good enough for a course at this level We have to put so much 
work into this and then when you see problems with the marking system - you lose 
faith and motivation.
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I like the current grading system and I feel that although I might put in slightly more 
effort if there was a grading system, I feel that my current level of effort is suEcient for 
producing a good standard of work. I feel that, in general, the feedback I have 
received from my assignments has been helpfrf, but at times have perhaps noted some 
inconsistencies in the demands/detail required by different markers. It would be 
challenging to cover all of the areas identified by different markers in the depth 
suggested, would be veiy challenging within the word count of a single case report. 
As a member of the cohort who is perhaps less anxious about my own performance and 
content with being 'good' but not necessarily 'outstanding1, I think I would have coped 
with a graded marking system However, I would be concerned about the inpact this 
would have on stress levels within the cohort as a whole.
It's more applicable to the realities of writing reports / articles as a clinical psychologist 
which would be judged as either good enough or not good enough. The lack of 
competition between trainees helps encourage collaborative learning.
I view the written feedback as a start place. The best most useful feedback i have 
gained is via discussing the feedback with an academic tutor following receiving a 
borderline pass. I wouldn't like to see a graded system, because as a self-identified 
perfectionist i think this would encourage me to spend more time than is necessary on 
assignments, when that time could be spent more usefully elsewhere, that is,
reading/preparing for clients, etc. I would like to see more evidence of more explicit 
feed- forward comments, framed in terms of how you can transfer this learning to 
subsequent assignments.
At first I was not keen on the current system and would have preferred
grades/percentages, however the current system has taken a lot of pressure off of me as 
whilst I do not wish to conpete with anyone else I know I have an unhelpful tendency 
to compare/benchmark myself with others (even if I've planned not to!). I try my 
hardest on all assignments and the qualitative feedback is always by far more useful 
than a simple grade. Yet I know that if I were to receive a grade this would be what I 
would then focus upon I like the 'pass' grade as I know it means 'good enough' - then 
any feedback on top of this is a bonus.
I have been fortunate to receive help fill and detailed feedback from markers both when
passing and failing! I think a grading system overall would be unhelpful because of
competitiveness and may reduce trainee's level of thoughtfulness about how to use the 
feedback. If I was to see one change it would be to change the 'M ' mark to a referral 
system as other universities have. This would be more helpful developmentally.
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I think there is too much variation between markers in what grades they give and the 
quality and amount of feedback given. I think the criteria are not clear and I don't feel 
like I know what markers are looking for.
I believe the current marking system has the following areas for improvements: 1.
There appears to be no inter-marker consistency (with agreed standards/ assessment 
thresholds). This is true for both external markers and internal second markers. 
Unfortunately, I am aware of examples where the second markers have agreed (without 
rationale) with the first marker, in instances where academic or research tutors have 
then said that this would have been achieved a different mark if they had evaluated it. 
This leads to a very confusing set of feedback for the Trainee. 2. Second markers are 
not blind to original marking comments/ overall grade. This is an inherently biased 
approach, for obvious reasons, although I appreciate it is useful for time-saving 
purposes (especially with a reduced workforce). If the reason for the second marker's 
agreement is to save subsequent paperwork or debate over grading with the first 
marker, this is not a good enough reason to avoid a sound, unbiased second marking 
system that the Trainees can have faith in. 3.1 have had personal feedback (and read 
similar examples in my peers' assignments) from markers who clearly have strongly- 
held, passionately-felt opinions about their subject area. While this enthusiasm can 
make for interesting feedback, it can also clearly cloud the marker's ability to 
objectively and comprehensively evaluate the work on the basis of its strengths as well 
as its weaknesses. This can lead to a poorly assessed piece of work, with skewed 
feedback. I would imagine that the risk of this is likely to be negative on the Trainee's 
development. The markers should endeavour to retain a critical reflective stance on 
their approach to evaluation, in much the same way that the Trainees endeavour to 
ensure is clear throughout their assignments.
I think it works well in reducing competitiveness but it is often difficult to know how 
"well" you are passing an assignment. The feedback I've received has always been 
constructive and helpful but I know there is a lot of variation between markers based on 
feedback I've got and other trainees have got, so I think more consistency would help. 
Also, when an assignment is double-marked it seems there is a tendency to agree with 
the initial marker, which is also unhelpful
Grades are stressful and perhaps irrelevant in this process, as in 'real life' you need to be 
'good enough', rather than necessary excelling. Feedback is generally very useful and 
not having grades reduces my anxiety around the assessment process. If grades were 
allocated, I wouldn't necessarily do anyhing differently in terms of the work, I think I 
would just panic about it more.
The lack of numbers/ alphabet grading system is liberating and reduces anxiety around 
assignments. However I don't think it reduces the amount of work put in because we are
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working at doctoral level and I strive to learn and achieve at this level. I hated the 
marking scheme in undergraduate level and it created great anxiety and negative 
competition between peers. People often comment on inconsistency between markers 
which can be evident. It seems the written feedback from a marker is the most valuable 
and is used effectively.
Due to inconsistencies between markers, mistakes in APA style often being missed or 
ignored e.g. references. Lack of clarification between borderline passes and pass, not 
knowing the level at which you are performing.
Having the current pass/M system has meant I have approached the course in a 
specific way Le. I have always been tactical thinking about how many tails I have left 
(e.g. If I pass this I have 5 more deadlines with only 3 Ms!). Ike current system 
causes alot of anxiety to trainees - Ming is a very final process rather than getting a 
bad grade. The current system of Ming work and then meeting with Mary feels very 
punative - and links failure to bad job performance and linking this anxiety to worries 
around job loss and salary loss.
Using a pass/borderline/M set of criteria facilitates discussion among trainees and the 
sharing of information. It also allows me to focus upon the content of the assignment 
feedback rather than just the specific grade. The lack of inter-rater reliability among the 
markers makes assigning a specific grade to a piece of work more of an arbitrary 
exercise.
I think it's M  on the whole, I have found feedback useful I don't know if adding a 
grading system would enhance it as I don't think at the level of doctorate work this is 
necessary. I have friends who have failed for seemingly very minor omissions/mistakes 
and this causes great upset, so perhaps Mure should be more clearly clarified for 
markers given the serious consequences it has for the trainee
Quality of markers vary dramatically, feedback rarely highlights positives, ambiguity in 
applying marking criteria, excessively punitive outcomes for relatively small wrong 
doings (Le. exceeding word counts/page numbers), lack of flexibility in allowing for 
smaller errors to go unpunished but no acknowledging and penalising of 
repeated/cumulative errors, limited and low quality access to academic tutors to discuss 
academic work (there in name only..).
I think the pass/M system is beneficial in some ways (less competition, striving for 
perfection), however it means that feedback is more important for individuals to gauge 
how well they 'passed' and how they could improve. I think it probably also means that
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markers spend less time thinking about how to mark assignments, as it is only a 
pass/M rather than a specific grade they have to assign and defend.
The current system has pros and cons. I do think that the structure of marks ie. pass, 
63, borderline discourages competition in a cohort of veiy competitive, high achieving 
people. The most frustrating thing is that marks and feedback can vary between
markers. For example I received feedback from one marker informing me that my 
sentences were too long. There were then an inordinate number of corrections to make 
of which a significant amount were adding frill stops and commas. This was veiy 
unhelpful and I have never before or since received this feedback. I have also 
encountered situations where despite some similarity, my colleagues and I have 
received different feedback or marks. In my view, the feedback system should be 
inproved with an emphasis on consistency, particular^ as accumulating 4 fails can be 
veiy threatening and anxiety provoking.
I think there are advantages and disadvantages to each system, but I think the current 
system can make it difficult to know how "good" a pass you have- how close to a 
borderline/fail is unclear. Also there are evident biases in the markers' systems despite 
criteria offered to the markers. Having said that, having a grading/number system 
would more than likely increase competitiveness and potentially feel more personal 
than a pass/borderline/fàil system.
Generallay satisfied, but there seem to be inconsistencies betweeen different markers 
which can be very frustrating.
inconsistent, based subjectively on marker's stylistic preferences and their knowledge 
base/ model allegiances rather than objective criteria.
I think that there are pros and cons of the current system and there is great variability 
between markers. In some instances I have had very helpful constructive positive and 
negative feedback and other times the feedback has felt contradictory or unrelated to 
the marking criteria or too negative. I also think the system could be improved by 
having double blind marking.
There are inconsistencies in how well a piece of work is marked depending on who the 
marker is. I have had some really helpful feedback from some markers though poor 
feedback from others. Additionally, when a trainee does not agree with the markers 
comments, they do not seem to be supported to challenge this mark and it is rare that 
moderators challenge the original marker - though it does seem to happen on occasion.
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I like the feet that it promotes a less competetive working environment but I am unsure 
as to whether I am doing well or just coasting through
I am unsure about the quality of my work as a 'pass' gives little indication of how well 
you are doing. However, I like this method as it makes it easier to talk about an 
assignment with other trainees. Though, I am not sure it has encouraged trainees to 
share work. I think a way of improving this system would be to improve the feedback.
I have found my feedback to be sparse, generic and to contain no real help in guiding 
me to do better. If I were to receive more in depth feedback then I think I would be 
better able to judge the level of improvement that I need to make for the next 
assignment.
The current system is very cubjective and often biased towards the markers individual 
ideas and preferences. They often mark work based on how they would approach the 
task, rather than vakuing the individual writer
It would be good to be able to speak to the markers directly about feedback if there are 
any queries.
I am satisfied with the marking system and feel this encourages peer support. I often 
find the feedback helpful; however, there is variety in the quality of feedback given by 
different markers and there are often discrepancies between markers which can be 
confusing. I also feel it would be help fill to have the opportunity to question some of 
the marker's comments, although I am aware this would be very difficult to do in 
practice.
Feedback on the whole is helpful, that is, markers provide a balanced overview of what 
was good and what can be improved. At times, markers can be a bit vague about what 
exactly needs to change to improve the paper. I would find feedback would be more 
useful if specific action points were provided e.g. include this theory, or your critical 
analysis of this theory was inaccurate, more clinical examples etc...
I feel that there is a lot of variation between markers, but I do like the 
pass/borderline/feil system, and I am able to contact markers to discuss feedback should 
I wish to.
I feel there is not much that I can do to change the current system therefore have to 
accept it. Not knowing my grade can be helpful as it doesn't allow competition between 
cohorts, peers etc. and I would prefer to keep this to myself even if asked.
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I have had some very useful feedback so far. My practice case report was less useful as 
it seemed to take an unrealistic perfectionist view on how much I should have 
addressed given the space I had and I felt it was unnecessarily critical, but in general 
feedback has been informative and encouraging.
Too much variation between markers - some people have Med assignments that others 
have not Med despite the same issues being mentioned by the markers. It also seems 
that markers have Med assignments based on a specific detail despite acknowledging 
that the assignment was good overall If markers used a proper grading system and kept 
to the marking criteria, the above should only happen rarely. It seemed quite common 
for my cohort though.
[Comme ntl
My comments are made after three years of mixed feelings towards the assignment 
marking system at Surrey. There are certainly areas I believe could be inproved (as I 
have outlined), however, I am sympathetic towards the Course Team regarding the 
current pressures and stressors that they are under, which may hanper the development 
of a more thorough set-up. I haven't had personal experience of the procedures 
following a "fail" grade, but I also understand that there tends to be mixed experience 
as to how well this is handled with the feedback tutor.
When feedback is given there are often extra points to add in and markers don't seem to 
appreciate the word limit we're restricted to- most points made in my feedback I had 
included but had to remove due to word count. If markers make such comments it 
would be realty helpful to know what could be taken out of the assignment to 
accommodate for the extra information.
Using the current method of marking allows me to focus on my development as a 
psychologist rather that only a numerical mark for each assignment. I think we should 
keep the current system
Markers often make errors in commenting on aspects of grammar, punctuation and 
referencing. I have had many comments of supposed errors in referencing when the 
markers were not up to date with the latest APA requirements.
There is a lack of consistency across markers. Some pick up on every little typo, 
whereas give broad comments. They often don't think about the assignment criteria and 
the feet that we have limited pages. For example, I was once told to use different 
headings, even though I used the headings for a case report from the handbook! !
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The current feedback and marking system clearly indicates whether you are providing 
work at the expected level and progressing as required. More qualitative feedback 
comments could be helpful.
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Appendix III
Trainee views on the current pass/fail grading system
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Appendix IV 
Reasons for worrying about assignments
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Appendix V
Trainee views on using assignment feedback to help with future 
assignments and to learn
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Appendix VI
Trainee views on what makes assignment feedback helpful
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Appendix VII
Characteristics of helpful feedback
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Appendix VIII
Aspects of unhelpful feedback
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Appendix IX
Characteristics relating to variation of feedback within and between
assignments
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Appendix X
A Mann-Whitney U Test pair-wise comparisons between cohorts
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Final Reflective Account:
On becoming a clinical psychologist: A retrospective, developmental, reflective 
account of the experience o f training
The importance of clinical supervision in the developmental journey to becoming a
qualified clinical psychologist.
Year three 
April 2014
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This reflective account aims to explore my developmental journey towards 
becoming a qualified clinical psychologist. I found it particularly challenging to select 
a theme to focus on as I feel that I have developed considerably in a range of areas, 
including in my clinical work with clients, in my academic and research capabilities 
and how I perceive myself as a person interacting within my own system of femily, 
friends and colleagues. Both personally and professionally I have changed 
significantly and was daunted about approaching this reflective account as I wanted to 
present an accurate overview of my training experience. I also found myself delaying 
in writing this piece and wonder whether this reflects how I am feeling about 
qualifying. Although I am eager to qualify, this is accompanied by anxiety relating to 
the process of job hunting given the current political climate within the NHS and the 
restructuring which is occurring across many teams.
Clinical supervision has been a key element to my learning and development, 
both in terms of my clinical skills and the emergence of my professional identity. 
Therefore, I will explore my personal and professional development by examining my 
experience of clinical supervision and how elements of this have facilitated and 
hindered the process. Clinical supervision provides an opportunity to support 
individuals to integrate the skills they learn from academia with their clinical work 
(Kaufinan & Schwartz, 2003). The integration of theory and practice is a core 
competency that I have developed through supervision and which has had a large 
impact on the skills that I will continue to utilise once qualified.
When I first embarked on the clinical training journey, I had limited 
experience working psychologically with clients. I found myself on the doctorate 
course experiencing doubts, that getting onto the course had been a stroke o f luck and 
I would soon be “found out”. I recall starting my first placement, which was a 
yearlong role within an adult outpatient service for people experiencing severe mental 
health difficulties. I experienced mixed emotions, such as nervousness, anxiety, 
excitement and determination. On the one hand I was excited to utilise the limited 
skills I had learnt prior to commencing clinical training but on the other hand I was 
nervous about whether I would get on with my supervisor and whether she would be 
able to nurture and add to these skills. I think that I experienced these mixed emotions 
due to a value that I hold about the importance of succeeding. Within my family
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many of my relatives have climbed their respective career ladders and are now 
successfiil in their chosen field. I think that there is a family belief about the 
importance of having a successful career and this has instilled in me a desire to excel 
in the career path which I strived for. The pressure I therefore exerted on myself at 
the beginning of clinical training fostered a determination to improve my clinical 
skills on placement in order to develop into what I perceived to be a ‘good clinician’. 
I can see on reflection how the interaction between these beliefs and the pressure I 
was placing on myself could lead to emotions such as anxiety when utilising my 
clinical skills with clients. This could have had behavioural consequences in terms of 
my ability to work confident^ and effectively with clients. It is easy to see how the 
interaction between my thoughts, feelings and behaviour could have perpetuated a 
vicious cycle of doubt similar to that which I encourage clients to notice when we 
work using a cognitive-behavioural framework (Beck, 1995).
Overall, I feel that the clinical supervision I experienced in my first year of 
training was extremely beneficial in terms of fostering a more positive interaction 
between my thoughts, emotions and subsequent behaviour in relation to the clinical 
skills I could offer to clients. My supervisor nurtured my desire to improve my 
clinical skills by providing didactic supervision sessions where I was able to discuss 
and learn new strategies which were appropriate for the particular clients I was 
seeing. Therefore, the two hours of supervision I experienced were taken up with 
improving my Cognitive Behavioural Therapy (CBT) skills, planning how to utilise 
what I had learnt in supervision and through CBT lectures at university with specific 
clients. At the time I felt that this was the best use of my allocated supervision time; 
however, this did not leave much time for reflection on my own personal experience 
of working with clients experiencing severe mental health difficulties. On reflection, 
now that I have experienced a variety of supervision styles, I wonder how different 
my first year experience would have been had there been less time to thoroughly plan 
sessions with clients and more time to discuss difference and diversity between 
myself and clients and the impact of this work on me personally. Now that I have 
experienced reflective forms of supervision, I wonder if a more balanced experience 
between didactic teaching and reflection may have been beneficial for my learning in 
first year. However, less didactic teaching and planning sessions may have resulted in 
me experiencing greater anxiety when seeing clients. This may have triggered the
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vicious cycle I mentioned earlier, which could have ultimately affected the quality of 
care I was delivering to the clients I was seeing.
In a description of the key function of supervision, Milne (2009) described the 
three main objectives as;
“normative” (e.g., case management and quality control 
issues), “restorative” (e.g., encouraging emotional 
experiencing and processing) and “formative” (e.g., 
maintaining and facilitating the supervisees’ competence, 
capability and general effectiveness) (pp. 15).
Whilst I feel that supervision in my first year cultivated the ‘normative’ and 
‘formative’ aspects of my work, there was little opportunity to explore my emotional 
experience in the ‘restorative’ phase. I recall feeling concerned at the lack of
opportunity to explore the ‘process’ of the work I was involved in and took the 
opportunity to explore my emotional experience through my Personal and 
Professional Learning Development Group (PPLDG) at university. I was fortunate 
that my PPLDG became close from an early stage in our first year and an
environment o f trust and openness quickly developed. Through this group I was 
encouraged to talk about clinical experiences which I found more difficult as well as
listening to other trainees with similar experiences. I feel that this experience of trust
has influenced my clinical work immensely as I strive to create a trusting 
environment with the clients I work with; I would certainly identify it as a key 
personal and professional value that I hold. I also wonder what other trainees would 
do if they had limited opportunities to reflect on their emotional experiences during 
supervision and did not have such a positive experience o f their PPLDG. This makes 
me think about the ethical implications of the absence of dedicated space to reflect 
with supervisors when working with complex clinical cases. Supervisors often try to 
‘cherry pick’ clinical cases that are appropriate for the trainee’s level o f training. 
However, I wonder how feasible this is in reality given the high demands on NHS 
services and the ever increasing waiting lists. It seems unfair that people who might 
ejqperience ‘less-severe’ presenting problems may be prioritised to see trainees over 
clients with more complex needs who have been on the waiting list longer. But if
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trainees do see more severe cases in their first year of training with limited space to 
reflect on the emotionally distressing work they are doing, this could also have an 
impact on their mental wellbeing and developmental experience through training. For 
example, some research suggests that therapists working with distressing cases can 
experience compassion fatigue, stress and burnout themselves (Schneider, 1984) 
hence the necessity for thorough supervision and space to reflect on the therapeutic 
process. Given my varied experience of clinical supervision over the past three years, 
I feel that space to reflect upon clinical work is essential and is something that I will 
strive to achieve when I search for employment after qualifying. If  there is not space 
for this in the team I eventually work for, I would suggest implementing a peer 
reflective space as part of my leadership role.
As I moved into my second year of training, the clinical supervision I 
experienced was much more reflective. I took part in a monthly systemic reflection 
session with a fellow trainee. Both of our supervisors and other available 
psychologists formed a reflective team to facilitate our case discussions. This was a 
fantastic opportunity to present a complex clinical case to a group of people to gain 
multiple perspectives on how to move forward with the work. When I was first told 
about this systemic supervision I was extremely daunted. I wonder if this is due to the 
fact that I had come from a team that I was used to, having spent a whole year with 
the same supervisor and growing to trust her. I was also used to a certain way of 
working with little space for reflection. However, as I engaged in this new way of 
working I could quickly see the benefits o f having space to reflect with others about 
complex cases. Whilst on this placement I worked with a client who I had 
safeguarding concerns about. My supervisor encouraged me to discuss this client in 
the systemic reflective forum as well as during our individual sessions and I recall 
feeling extremely supported when I had to take steps to report the situation to social 
services due to an escalation in my concerns. The combination of these experiences 
supported me to work more autonomously and encouraged me to think about making 
difficult clinical decisions first before checking them with my supervisor. This 
experience contrasted that of my first year when I felt very reliant on my supervisor. 
However, in my second year there was a noticeable shift in my desire and ability to
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work more autonomously and I became more conscious of the limits of my own 
expertise and when I needed more or less support from my supervisor.
When reflecting on this shift in the dependency of my clinical work, a few 
explanations spring to mind. Firstly, during the first part of my second year my 
supervisor was much less available in comparison with my first year supervisor; in 
feet, we only crossed paths for half a day each week due to my placement being split 
across two locations and his part-time working hours. Initially I was concerned about 
our lack of contact, however, I soon came to realise that I was more competent in 
making decisions and working autonomously than I had originally thought. 
Furthermore, the dynamic of supervision and my interactions with my new supervisor 
contrasted my experience of supervision from first year. In first year I was reassured 
by the didactic nature of supervision and often followed my supervisor’s advice about 
how I should have approached working with each client. In line with the realisation 
that I was perhaps more capable than I had originally thought when moving into my 
second year of training, I noticed that I felt more confident to contradict and 
challenge what my supervisor suggested or asked me to do. I wonder whether this 
ability to challenge my supervisor stemmed from a growing confidence in my clinical 
skills, but also perhaps due to the difference in our gender. In my previous reflective 
account I described how gender differences within the PPLDG were noticeable as 
there was an equal mix of men and women making up the group. I commented that 
often the male perspectives within the group differed from my own, but were help fill 
in challenging my initial perceptions. Perhaps in the case of my male supervisor, I 
noticed more differences in our views on cases and felt able to challenge these due to 
my growing confidence, autonomy, and the trusting supervision environment. O f 
course, there may be other reasons why I noticed a difference in our perspectives, as 
he worked in a predominant^ psychodynamic way, which at the time I was relatively 
unfamiliar with. This difference in supervision dynamics is important to consider 
when working with clients where I recognise difference and diversity. I have come to 
realise that as different supervisors work in different ways, so too do clients. The 
flexibility that is needed to work with different clients is another attribute which I feel 
I developed during the course of training through having to adapt to different 
supervisors at different stages of my training.
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Another theory which could explain the shift in autonomy between my first 
and second year supervision is Stokenberg and Dehvorth’s Integrated Developmental 
Model (IDM) of supervision (1987), which outlines the stages of learning between a 
supervisor and supervisee. Stoltenberg and Deftvorth outlined three levels of 
development, suggesting that supervision style should be adapted depending on the 
trainee’s stage of development (Stoltenberg & McNeill, 1997). They hypothesised 
that at Level 1 trainees are likely to be highly motivated, anxious and focused on 
acquiring new skills; they will be dependent on their supervisor and require structure 
and positive feedback; they will have limited capacity for self-awareness and will be 
more focused on the selÇ experiencing performance anxiety (Stoltenberg & McNeill, 
1997). Contrasting^, when trainees reach level 2 they will at times feel confident, 
although this confidence might falter with complexity; they will experience a conflict 
between dependency and autonomy, will develop their own ideas, function more 
independently and at times be more assertive; and they will be better able to focus on 
and empathise with the client (Stoltenberg & McNeill, 1997). When reflecting on the 
experiences described from my first and second year supervision, I feel that this 
model accurately represents the experience and development of my learning and 
skills via the supervisory relationship.
Stoltenberg and Dehvorth suggest that at Level 3, trainees are more stable and 
concerned with how their professional identity and role as a therapist fit together; 
they are confident in their ability to work autonomously and are aware of when to 
access support; and they are accepting of their own strengths, weaknesses, can use the 
self in clinical work and are much more able to reflect on the process relating to work 
with clients and their own personal reactions (Stoltenberg & McNeiD, 1997). When I 
consider these capabilities I wonder if I am functioning at Level 3 yet or whether this 
will only be reached post-qualification. This makes me think of my experience 
learning to drive a car; although I acquired the skills to drive the car, it was only after 
passing the test that I truly Teamt’ to drive. On the one hand I feel confident in my 
ability to work autonomously and am aware of when I need to access further support 
from my supervisor. However, I feel that my ability to be self-reflective with clients 
and reflect on the process has been slightly delayed. I wonder if this could be due to
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the feet that I only realty- felt I had the space to reflect on my emotional experiences 
from my second year of training.
Whilst on my specialist placement at the start of my third year I was given the 
opportunity to be part of the reflecting team within the femfly therapy clinic. Looking 
back I actually felt quite overwhelmed by the reflective demands required by this 
role. Not onty was I required to reflect on the process occurring between the femity in 
the room but I also needed to reflect on my own personal experience and discuss with 
other reflecting team members how my personal experiences may have been 
informing my reflections on the session. At first I found this experience extremety 
nerve-wracking. However, having finished the placement I feel so much more 
confident in my ability to reflect with clients. I even noticed a shift in my ability to be 
reflective with clients in the room during a therapy session. Whilst the experience has 
clearty emphasised the importance and value of working reflectivety it also 
highlighted how little reflective practice I was doing, even in my second year which I 
felt was significantly more reflective. I think that the developmental path of my 
reflection skills mirror the developmental process of my supervision experience and 
the emergence of autonomy and confidence which have contributed to my 
professional identity. So, although I feel that my skills of reflection have improved 
significantly I wonder if they are in a transition phases between Levels 2 and 3 in 
accordance with Stoltenberg and Dehvorth’s IDM.
Also in line with Stoltenberg and Dehvorth’s Level 3, I am aware that I am 
not as accepting of my strengths and weaknesses as perhaps I could be. This has 
always been an area that I have found difficult, which I am reminded of during the 
end of placement evaluation process. Whilst I feel okay identifying my own strengths 
and weaknesses I often feel uncomfortable when feced with a situation where my 
supervisor is informing me of my strengths. I have also noticed that when supervisors 
suggest areas for development I can often feel defensive. I wonder if this is due to the 
value I hold about the importance of success. I am aware that there is an element of 
perfectionism within my character, which may well be linked to this value, and I 
wonder whether this might explain why I feel defensive when being given 
constructive criticism This is quite alarming given the importance of receiving 
constructive advice and reflecting on experiences that may not have gone to plan, in
URN: 6201117 227
order to improve things for next time (Paget, 2001). However, now that I am aware 
that I find it dfficult to hear feedback, both positive and constructive, I can reflect on 
what might be contributing to this and become aware when it happens.
My experience of supervision has noticeably shifted from second to third year. 
I am much more directive about what I want to get out of supervision and have 
actively sought out new experiences, which have added a forther dimension to my 
supervision experience. Most notably I asked for the opportunity to supervise an 
assistant psychologist whilst on my specialist placement and this was a substantial 
learning curve for me. The supervision I offered was predominantly focused on 
developing my supervisee’s CBT skills to facilitate work with a client who was 
unable to attend school My supervisee had minimal knowledge of CBT and I felt 
valued as a supervisor when I was didactically teaching her specific skills to facilitate 
her work with the client, for example, the principles of graded exposure. When we 
embarked on this supervisory relationship I felt that we developed a strong working 
relationship quickly, similar to that which I experienced with my first year supervisor. 
Despite feeling valued by my supervisee there were a few instances where I felt 
unskilled in my abilities to supervise. For example, within my supervisory role I often 
observed the therapeutic sessions, providing feedback to my supervisee after the 
appointment. I found it difficult not to be actively involved in the therapeutic session, 
particularly on occasions when the client seemed confused or when I felt that 
something could have been explained more clearly. I found it difficult to sit with this 
uncomfortable feeling and sometimes made contributions within the session, which 
my supervisee invited me to do. When reflecting on this in my own supervision, I 
recognised that my supervisee lacked confidence and had become quite reliant on me 
during the sessions; she was aware that I would step in if she struggled. I felt like I 
was sometimes functioning in a ‘rescuer’ role, and conceptualising that through a 
cognitive analytic framework, by taking on this role I was placing her in the ‘rescuer’ 
recprocal role. I recalled how helpful I found it for my learning in second year when 
my supervisor was less available and consequent^ decided to reduce my availability 
for joining the therapy sessions. This move was extremely beneficial as by showing 
that I trusted that my supervisee was capable o f delivering therapeutic sessions 
independently, I immediately noticed a shift in her confidence levels and ability to
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work autonomously. She started reading more literature to aid her work with this 
client, which made our supervision discussions much richer, rather than purely 
didactic.
Having the opportunity to supervise in my final year of clinical training was 
invaluable and really helped to bring together my experience of clinical training. I 
was able to recognise similarities between myself at the beginning of training and the 
assistant psychologist I was supervising. I also feel that providing supervision helped 
me to consolidate the skills I have leamt through training and made me appreciate 
how vital supervision is in the developmental journey towards becoming a qualified 
clinical psychologist. Liese and Beck (1997) draw parallels between therapy and 
supervision and I certainly feel that the development of my reflective and clinical 
skills, as well as what I have leamt from the relationships and interactions between 
myself and the supervisors I have encountered over my three years of clinical training 
have provided me with invaluable learning, which has ultimately contributed to my 
professional identity, style of working and how I interact with clients in my clinical 
practice.
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Clinical experience
The following is a brief overview of the experiences gained across my three years of 
training via five clinical placements.
Placement One: Adult Mental Health
My first year placement was split between two teams. For the majority of the 
placement I worked with an adult eating disorder service. In the latter six months I 
worked for one day per week with an adult community mental health recovery 
service.
During my time at the eating disorder service I worked independently with 
clients experiencing a range of eating difficulties. The main therapeutic 
interventions were Cognitive Behavioural Therapy (CBT), Motivational
Enhancement Therapy, Behavioural Therapy and principles of Dialectical 
Behaviour Therapy. I also co-facilitated a 16-week transdiagnostic CBT group for 
clients. In terms of assessment I conducted psychometric assessments and used 
standardised measures to monitor treatment outcomes. I worked collaborative^
with a range of professionals and also conducted audits and research as part of 
service evaluation.
Whilst working with the community mental health recovery service I 
worked autonomously with clients to deliver psychological interventions including 
CBT and adapted mindfulness for clients who were experiencing auditory 
hallucinations. I also gained experience conducting neuropsychological 
assessments.
Placement Two: People with Learning Disabilities
During this placement I worked with a community team for adults with 
learning disabilities. My role included delivering psychological interventions to 
clients with a range of cognitive abilities and their carers, utilising CBT and
Cognitive Analytic Therapy models. I gained experience taking a clinical case to the
Trust ethics committee for advice and conducted neuropsychological assessments. I 
provided training workshops to a multidisciplinary team at a local hospital and
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provided consultation and dementia training for staff at a residential care home. I 
conducted risk assessments with clients and liaised with social services and the 
police in relation to vulnerable adult safeguarding alerts. I also took part in regular 
individual and systemic group supervision sessions.
Placement Three: Child and Families
During this placement I worked with a tier 3 child and adolescent mental 
health service. This placement involved liaising and working jointly with a range of 
professionals including a substance misuse nurse, psychiatrist, forensic team and 
dietician. I worked within the neuro - developmental clinic, conducting diagnostic 
neuro-developmental assessments and attending regular meetings with other 
professionals to discuss possible diagnoses. This work included taking detailed 
developmental histories, school observations and 1:1 play with clients. I also 
conducted neuropsychological and adaptive functioning assessments.
Additionally, I worked independently with clients, delivering psychological 
interventions including CBT and Behaviour Therapy to help alleviate psychological 
distress. I presented training workshops to professionals and carers on ‘depression 
in young people' and ‘anxiety in young people'.
Placement Four: Specialist Narrative Systemic
I completed my specialist narrative placement within a child and adolescent 
mental health service. I worked individually with clients and their families to deliver 
a range of psychological interventions based on psychological models including
narrative systemic therapy, CBT and Compassion Focused Therapy. I became an
active member of the family therapy team, working both as a member of the 
reflecting team and as a co-therapist alongside a Highly Specialist Systemic Family 
Psychotherapist. I worked alongside the duty worker, assessing client risk following 
concerns raised about self-harm and suicide. Additionally I attended ‘The 
Attachment Panel' and provided consultation alongside other professionals to 
families of children in care. I supervised the clinical work of an assistant 
psychologist and provided consultation to non-psychology colleagues focusing on
psychological formulation of clients’ as-well as aiding the interpretation of
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psychometric measures. I also facilitated the reporting of child safeguarding alerts 
to relevant professionals, following disclosures of physical abuse, domestic violence 
and potential sexual abuse.
Placement Five: Older People
During this placement I worked for a memory assessment service utilising a 
range of neuropsychological assessment tools to provide a diagnostic service to 
clients with memory difficulties. In addition to this I developed a group protocol 
and manual for an adjustment group to support clients with a recent diagnosis of 
dementia. I was involved in a research project, which was led by a local university 
in partnership with my team, focusing on ways to support clients with a diagnosis of 
mild cognitive impairment. I co-facilitated a number of groups including a 
Cognitive Stimulation Therapy group and a psycho-education group for clients with 
a dementia diagnosis. I facilitated a reflective group supervision session, which was 
attended by dementia advisors and support workers and I also instigated and 
developed a trainee induction event for future trainee clinical psychologists on 
placement within this trust.
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Assessments
Year I Assessments
P r o g r a m m e
Co m po n e n t
TITLE OF ASSIGNMENT
Fundamentals of Theory 
and Practice in Clinical 
Psychology (FTPCP)
Short report of WAIS-m data and practice 
administration
FTPCP -  practice case 
report
Assessment and initial formulation of a 40 year 
old man with bulimia nervosa
Problem Based Learning 
— Reflective Account
Problem based learning (PEL) reflective account on 
‘The Relationship to Change’
Research -  Literature 
Review
The experience of body-related shame in young people: 
A review of the literature
Adult -  case report Cognitive behavioural therapy with a 40 year 
old man with a diagnosis of Bulimia Nervosa
Adult -  case report Cognitive behavioural therapy with a 38 year old lady 
presenting with recurrent episodes o f depression.
Research -  Qualitative 
Research Project
Trainees’ perceptions and experiences o f self- 
disclosure in a therapeutic setting
Research -  Major 
Research Project 
Proposal
An investigation into the relationship between shame, 
self-esteem, self-compassion and risky sexual behaviour 
in school-aged adolescents.
Year II Assessments
P r o g r a m m e
C o m po n e n t
TITLE OF ASSESSMENT
Research Research methods and statistics test
Professional Issues 
Essay
DSM V is scheduled to appear in 2013. It is likely that 
developmental trauma will not be included. Critically 
review the implications of such a decision for clinical 
psychologists and service users and carers across the
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lifespan.
Problem Based 
Learning — Reflective 
Account
The Stride family
People with Learning 
Disabilities -  Case 
Report
An extended psychometric assessment with a 33 year old 
woman who has a moderate learning disability and 
symptoms of generalised anxiety disorder.
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
A reflective process account of the personal and 
professional learning discussion group in year two of 
clinical psychology doctoral training
Child and Family -  
Oral Presentation of 
Clinical Activity
Oral presentation: The development of integrated 
formulation skills
Year III Assessments
P ro g r a m m e
Co m po n e n t
ASSESSMENT TITLE
Research - SRRP Trainee clinical psychologists’ views on the current 
grading system and feedback process for assignments on 
the doctorate in clinical psychology course.
Research -  MRP 
Portfolio
An investigation into the factors associated with risky 
sexual behaviour in adolescents.
Personal and 
Professional Learning -  
Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training
Specialist -  Case 
Report
A narrative approach to working with a 16 year old girl 
with symptoms of anxiety.
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